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VA GENDER^SPECIFIC HEALTH CARE SERV- 
ICES FOR WOMEN VETERANS AND RELATED 
ISSUES 


WEDNESDAY, MARCH 9, 1994 

House of Representatives 
Subcommittee on Oversight and Investigations, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The subcommittee met, pursuant to call, at 8:30 a.m., in room 
334, Cannon House Office Building, the Hon. Lane Evans (chair- 
man of the subcommittee) presiding. 

Present: Representatives Evans, Kennedy, Long, Quinn, and 
Hamburg. 

Also President: Representative Schroeder. 

OPENING STATEMENT OF CHAIRMAN EVANS 

Mr. Evans. The hearing will come to order. 

We appreciate everyone being with us bright and early this 
morning. 

Since 1987, when I became chairman, this subcommittee has reg- 
ularly conducted hearings on issues of particular importance and 
concern to women veterans. VA’s provision of gender-specific health 
care to women veterans, in particular, has been a continuing 
concern. 

Women now comprise about 12 percent of our active duty Armed 
Forces and are the fastest growing segment of the veterans popu- 
lation. The number of women veterans will continue to ctow as 
military recruiters increasingly rely on women to so-called “man” 
the armed services, and the roles and responsibilities of women in 
the Armed Forces expand and change in important ways in the fu- 
ture, as well. 

This year, for example, women are expected to account for a full 
20 percent of the Army’s enlistees. Women are now coming aboard 
the carrier Eisenhower, the first U.S. warshte aboard which women 
will serve, and last month 1st Lt. Jeanie Flynn became the first 
woman to train in and pilot an F-15E Strike Eagle, the world’s 
most sophisticated jet fighter plane. 

As the roles and responsibilities of women who serve in the 
Armed Forces change, so will their need for VA health care. Grow- 
ing numbers of women veterans will come to the VA for health care 
services, and more women veterans will turn to the VA for their 
service-connected conditions. 


( 1 ) 
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This subcommittee has repeatedly urged VA to improve health 
care services for women veterans; to recognize and respond to toe 
legitimate needs of this growing veterans population. In some cases 
our advice has been heeded, but in other cases it has not. There 
is both good news and bad news. 

First, one full-time women veterans coordinator has been ap- 
pointed for each Veterans Health Administration region, but too 
many facility women veterans coordinators only have 5 hours per 
week to perform their important collateral duties. 

VA hsis completed or nmded 131 projects at a reported cost of 
more than $672 million to improve privacy, but many facilities lack 
adequate public restroom facilities for women veterans as out- 
patients, and women inpatients must continue to share bathrooms 
with male hospital patients. 

As a result of staff initiative and local management support, im- 

E ortant improvements in VA health care for women veterans have 
een made at some facilities, but because of inadequate oversight 
and a lack of management support and leadership, little or no real 
improvement has been made in women veterans health care at 
other VA facilities. 

VA canteens now offer more gender-specific items for women vet- 
erans and are more willing to special order items, but at some VA 
facilities women inpatients are still forced to wear men’s ptgamas. 

Finally, as a resvilt of past hearings. Confess and the Depart- 
ment have taken action to improve vA health care for women. Im- 
provements at many facilities have been reported, but progress 
throughout toe VA has been slow. Much more can and must be 
done to further improve the VA health care system for women vet- 
erans systemicaUy throughout VA. 

The current Acbiinistration, I believe, has token positive steps to 
better meet toe gender-specific health care needs of women veter- 
ans. As I noted last Jime, Deputy Secretary Gober has candidly ac- 
knowledged the historic inadequacy of the VA health care services 
for women veterans. 

More recently, Joan Furey, who testified before this subcommit- 
tee on many occasions, has been appointed to serve as Director of 
toe VA’s Office for Women Vetersins. This clearly shows a sensitiv- 
ity of Secretary Brown and this Administration for improving VA 
reraonsibilities to women veterans. 

But as recently as last June, the Office of Inspector General told 
this subcommittee that mamy fimdamental problems still hanmered 
VA delivery of gender-specific services to women veterans. Today 
we want to know what toe VA has done since toen to improve de- 
livery of gender-specific ceu’e to women veterans, what has been ac- 
complished and what yet remains to be done. 

We look forward to the testimony the subcommittee will receive 
today and to further progress in women’s health care in the VA. 

I want to bring up an important matter. Late yesterday toe sub- 
committee learned of a tooubling development, a development 
which this subcommittee intends to address. In their folders, toe 
members of this subcommittee will find two versions of the testi- 
mony submitted ^ Dr. Joanne Sulewski. The doctor, who is em- 
ployed by toe Buffalo, NY, VA Medical Center, was invited by the 
chair to testify this morning and to present her persontd views at 
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the suggestion of our colleague from New York, Congressman Jack 
Quinn. 

The subcommittee imderstands that the personal views of the 
doctor which the subcommittee requested are presented in one of 
these statements, and the other statement submitted by the VA on 
beha^ of the doctor are the doctor’s views as changed by the bu- 
reaucracy. 

Frankly, these changes made by the bureaucracy are puzzling. In 
her origin{d statement, the doctor has given us nothing more than 
her personal views on women’s health care, the very opinions that 
this panel requested and the very opinions that tlus panel needs 
to make informed policy decisions. She has not advocated the vio- 
lent overthrow of the republic or grave bodily harm to any public 
servant. The views represent her purely personal views and profes- 
sional judgment and opinions, and she is fully entitled to these 
views. 

If the subcommittee had invited the doctor to testify on behalf of 
the President or the Department of Veterans Affairs, the massag- 
ing of her testimony to represent the views of others could certainly 
be more readily imderstood. Changing her personal views cannot 
be understood. 

For some very puzzling reason, an overzealous bureaucrat has 
made a very bad error in judgment. The subcommittee is not aware 
of any past effort to orchestrate the personal opinions of witnesses 
appearing before this panel and will not tolerate any similar effort 
in the future. 

The chair believes that colleagues on both sides of the aisle in 
this committee sheure that view. If necessary, each and every wit- 
ness invited to present his or her personal views before this panel 
can be asked xmder oath if their testimony is their own. Obviously 
we hope this will not be necessary. 

This subcommittee relies on and must continue to have direct ac- 
cess to the views of those who have relevant knowledge and experi- 
ence. The subcommittee and the Congress depend upon the honesty 
and truthfulness of those who testify before us. We expect nothing 
less; we will accept nothing other than that, as well. 

Finally, if any witness before this subcommittee believes that he 
or she is treated unfairly as a result of presenting their personal 
views before this panel, this subcommittee wants to know, and we 
want those individual witnesses to contact me personally. 

The subcommittee will not be sidetracked this morning by this 
development. On behalf of the women who served in our Armed 
Forces past, present and future, we intend to focus our attention 
on the subject of today’s hearing; women’s health care in the VA 
hospital system. 

We will now start with our first panel and ask them to come for- 
ward as their names are called out. The members of our first panel 
are Kay Dennis, Toni Lawrie, Jean Reed, Carolyn Rennert, Dr. Jo- 
anne Sulewski, Dr. Valerie Ulstad and Barbara Zicafoose. 

Before introducing other members of the panel, I am very 
pleased to welcome and recognize the gentlemen from California, 
Mr. Hamburg, at this time to introduce two of the members of the 
panel, and we will now yield to him. 
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OPENING STATEMENT OF HON. DAN HAMBURG, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF CALIFOR- 
NIA 

Mr. Hamburg. Thank you very much, Mr. Chairman, smd I think 
it is very important and timeW that you are holding this hearing 
on women’s health care in the VA system. 

I am also pleased, as you mentioned, to introduce to your sub- 
committee two constituents from the First Concessional District of 
California who have come all the way from California to testify be- 
fore the subcommittee today. 

Kay Dermis served as the American Lemon representative on the 
Martinez VA Medical Center Women’s Veterans’ Committee from 
1987 to 1991 and was appointed by the Governor of California to 
serve on the State Commission for Women Veterans in 1988. 

Carolyn Reimert is a 100 percent service-connected disabled vet- 
eran and Vice Chairperson of Operation VA, which is a Solano 
Counfy, California, group formed to advocate for the timely con- 
struction of a replacement VA medical center at Travis Air Force 
Base in Fairfield, which is Solano County in the First Congres- 
sional District. 

I say the timely construction with a little bit of hesitance because 
if we were really talking about timely construction of that replace- 
ment hospital, it would oe there today. It is ironic that a couple of 
months ago when the House was discussing emergency earthquake 
reUef for Southern California, I certainlv felt for the people who 
have suffered from the Northridge earthquake, but I also noted 
that we are stUl suffering the effects of earthquake m Northern 
California, and one of the results of that earthquake was the clos- 
ing of the Martinez Hospital, and we are definitely suffering the ef- 
fects of that in terms of veterans’ health care in Northern Califor- 
nia. 

And as Chairman Evans has noted, there are 400,000 veterans 
in the Northern California catchment area who do not have good 
access to a VA medical center since the closure of Martinez, and 
that represents more veterans than 29 States’ veterans in this 
country. So this is a very acute situation, and I am very glad that 
two of my constituents could come back today. 

Just one more plug for Operation VA. 'This CToup has mobilized 
the community in Solano County in Northern California. Chairman 
Evans, you were kind enough to come out to my district and to the 
Fairfield area on January 10th of this year. You heard Kay Dennis 
and Carolyn Rennert speak about the devastating impa^ of the 
closure of Martinez Hospital, and you have joined the fight with 
great enthusiasm to move this construction project along for the 
benefit of nearly half a million veterans in No^em California. 

So finally, I just want to thank Ms. Rennert and Ms. Dennis for 
coming all the way from the West Coast to testify on these women’s 
health issues this morning, and I am sure that &eir testimony will 
be of great value to this subcommittee. 

Thmik you, Mr. Chairman. 

Mr. Evans. ’Thank you very much. 

I want to tell Kay and Carols that we are following up on this 
issue, and that Dan has been like a pit bull dea^g with ^e VA 
officios and members of this committee since the hearing and be- 
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fore. We want to keep the pressure on VA to move up the construc- 
tion to open up that facility just as quickly as we can. We appre- 
ciate your testifying before us again because of the importance this 
facility has on the veterans’ population generally, but specifically 
as it affects women veterans. We appreciate your being here again 
today. 

It’s a pleasure to now introduce the other members of the panel. 
Toni is the Women Veterans’ Coordinator at the Bay Pines VA 
Medical Center in Florida. 

Jean is a retired Air Force veteran and serves as a member of 
the Governor’s Advisory Committee on Women Veterans in the 
State of Ohio. 

Dr. Sulewski is the Chief of Gynecologic Section, Department of 
Surgenr, at the Buffalo VA Medical Center. 

Dr. tJlstad is from the VA Medical Center in Minneapolis, MN, 
and works with the Women Veterans’ Comprehensive Health Care 
Center. 

Barbara is an adult nurse practitioner, female veteran co-coordi- 
nator and Women’s Health Clinic Coor^ator at the VA Medical 
Center in Salem, VA. 

We are pleased to welcome each of you this morning, and thank 
you for your participation in todajr’s hearing. All of your written 
statements will be made part of the record, and you may summa- 
rize from yovir formal remarks. 

We also appreciate the interest of Con^essman Quinn from New 
York in today’s hearing, and we thank him. We understand he is 
in route at this point. We will now begin with this panel and, Kay, 
start with you. 

STATEMENTS OF KAY DENNIS, NAPA, CA; TONI LAWRIE, VA 
MEDICAL CENTER, BAY PINES, FLORIDA; MARY JEAN REED, 
GOVERNOR’S ADVISORY COMMITTEE ON WOMEN VETERANS, 
STATE OF OmO; CAROLYN RENNERT, VACAVILLE, CA; DR. 
JOANNE SULEWSKL CHIEF, GYNECOLOGIC SECTION, DE- 
PARTMENT OF SURGERY, VA MEDICAL CENTER, BUFFALO, 
NY; DR. VALERIE ULSTAD, CINIC DIRECTOR, WOMEN VETER- 
ANS COMPREHENSIVE HEALTH CARE CENTER, VA MEDICAL 
CENTER, MINNEAPOLIS, MN; AND BARBARA ZICAFOOSE, VA 
MEDICAL CENTER, SALEM, VA 

STATEMENT OF KAY DENNIS 

Ms. Dennis. Thank you. Congressman Evans, and thank you. 
Congressman Hamburg, for inviting me back here, and thanks to 
my American Legion friends in Nor^em California, I am here. 

The closing of the Martinez VA MedicEil Center in Northern Cali- 
fornia with its new and outstanding Women’s Clinic has been a 
real tragedy. Traditionally women veterems have been neatly un- 
derserved in a VA medical system that has been, and in many 
cases stiU is, designed and run solely for mtde veterans, even 
though women represent the fastest growing group of veterans. 

Approximately 140,000 women veterans live m California, the 
highest number of any State, with 64,000 residing in Northern 
Cmifomia. 
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In 1985, the Women’s Clinic was established in the Martinez VA 
Medical Center. A primary care clinic for women veterans, and the 
first of its kind in California, it served £U) a model for other primary 
care women’s clinics. VA hospitals from all over file western United 
States sent representatives to study its pro^ams. It was the only 
VA hospital to have a permanent gynecologist on staff, and he re- 
tired when the hospital was closed in 1991. 

I was a member of the. California State Commission on Women 
Veterans which existed from 1988 until the f undin g was canceled 
in 1991 due to State budget deficits. We held hearings up and 
down California on the availability of services to women veterems, 
such as home loans, vocational counseling, and particularly medical 
care. 

We had a questionnaire that was distributed to thousands of 
women veterans through every possible source, 2,130 of which were 
completed, returned, and tallied. I know; my husband and I tallied 
them. 

We 6ill were appalled again and again to find that a significant 
number of women veterans at the time of discharge were not aware 
of their rights as veterans with two exceptions, l^ey all ^ew they 
were entitled to educational benefits and a GI home loan. 

With the establishment of the Martinez VA Medical Center 
Women’s Clinic, women veterans were finally receiving care for 
problems uniquely theirs. For example, when a man enters a VA 
medical center or hospital, he is usually offered a routine prostate 
examination regardless of why he is there. Women, however, could 
not find any routine gynecological care, such as pelvic and breast 
examinations, mammograms, pap smears, and bone density scans, 
even though this care should be just as routine for women. 

I need to explain here that my interest in and dedication to the 
cause of medical care for women veterans is the result of losing two 
very dear fiiends to uterine cancer. They were members of the 
California State Veterans Home in Yoxmtville, and both women 
had been bleeding for 2 or 3 months. The only gynecologist avail- 
able for consultation through the VA system was one from Stanford 
Hospital, who was available through the Pedo Alto VA Hospital one 
afternoon a week. 

These two women tried repeatedly for over 2 months to get an 
appointment, but they were always told he was not coming in that 
week or his calendar was full. They tried to get permission to see 
gynecologists in Napa with the VA paying the bill because neither 
woman could afford it. They were told it would have to be at their 
own expense. 

FinaUy, someone reminded one of the veterans that she was a re- 
tired Aimy mqjor who could go to Letterman Hospital at the Pre- 
sidio in San Francisco. They immediately peiformed a 
hysterectomy and then told her that they wished they had seen her 
a month or ^o earlier. They could not get it all. 

Both women left fiie veterans’ home and moved to Loma Linda 
in Southern California, where one died of a cerebral hemorrhage 
and the other died screaming every time the morphine wore off. 

Since the Martinez Medical Center closed, I keep wondering just 
how many women veterans in Northern California are ignoring bla- 
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tant signs of trouble because they must travel such great distances 
to get surgical consultation and care. 

About a month ago I talked to a World War II friend in Yreka, 
just 57 miles south of the Oregon border, who had to have surgery 
after Martinez closed and was forced to travel 382 miles one way 
from Yreka to Palo Alto for all pre-surgical and post-surgical con- 
sidtations and for the surgery. She was lucky. She had a family 
member who could take her. 

How many are there who are bleeding or feel a lump in their 
breast and have absolutely no one to help them? One is too many; 
ten is horrifying. 

We cannot wait until 1999 or the year 2000 or one year from 
never to get a replacement for the Martinez VA Medical Center. 
We, female veterans and male veterans, need it yesterday. 

ITiank you. 

[The prepared statement of Ms. Dennis appears on p. 69.] 

Mr. Evans. Thank you, Kay. 

Carolyn, Please proceed whenever you are ready. 

STATEMENT OF CAROLYN RENNERT 

Ms. Rennert. Chairman Evans, Congressman Hamburg, mem- 
bers of the committee, my name is Carolyn Rennert. I am 100 per- 
cent service-connected disabled veteran. I am a graduate of the 
University of Maryland with a Bachelor of Science degree in nurs- 
ing. I am a lifetime member of Disabled American Veterans, a 
member of the National Association for Uniformed Services in Fair- 
field, CA, and Third Vice President of the United Veterans Memo- 
rial Association in Vacaville, CA. I am also the Vice Chairwoman 
of Operation VA. 

I am a chronic field veteran who was medi-vaced home during 
Vietnam and have been dealing with the VA health care system 
ever since. Chronic illnesses Imit, disable, and blind. They age, 
robbing the ill of any semblance of normal life. Chronic illnesses 
are incurable and will not go away. 

Healthy people do not understiwd what life is like for someone 
like myself. People look at the ill differently and do not seem to re- 
alize that we are functioning, worthwhile humeui beings, even if we 
are no longer able to work. 

The VA has labeled me disabled. I have had to adjust my life, 
and in the process I have learned to hold all my feelings and pains 
inside because most people do not know how to react to those who 
are ill. 

In addition to dealing with my disability on a daily basis, the 
fhistrations that I or any other woman veteran encounter when 
seeking medical treatment in the VA system is appalling. Women 
veterans are not treated with respect. 

At the present time there is a 6 to 9-month wait for an appoint- 
ment with the one part-time gynecologist that sees the more than 
64,000 women veterans in Northern California. If a woman veteran 
cannot wait the 6 months, she is seen by one of the general medi- 
cine doctors who are usually not versed in women’s health care is- 
sues and appear displeased with treating a woman due to this 
reason. 
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Mr. Chairman, it saddens me deeply to report to you that wom- 
en’s health care has not improved or been addressed by the out- 
patient clinic in Sacramento, CA, the clinic that is nearest to my 
home, a 50 mile trip one way. 

Routinely women veterans are not offered breast exams or mam- 
mograms or any other procedure inherent to women’s health care. 
If I seek treatment for a condition outside of general medicine, I 
am referred to a facility 175 miles away in Palo Alto, CA. 

'This referral starts a lengthy process to provide me with the care 
mandated by Congress for my service-connected condition. 

My most recent hospitalization in November was at the VA in 
San Fremcisco. I was the only woman veteran in the hospital, and 
privacy was at a premium. I had to share the same communal 
bathroom as the men. When it was time for me to use the facilities, 
there was pandemonium clearing out the bathroom shower so that 
1 covild use it. 

Items available for women and men were almost nonexistent. No 
toothbrush, no soap, no wash basin, no emesis basin. In fact, when 
I asked for a water glass, I was given a sterile urine cup. 

As far as I could ascertain, there were no gender-specific items 
available. 

In addition to the lack of facilities for women veterans, the dis- 
respect and neglect of women is exemplified by this story firom a 
fellow woman veteran. At the age of 19, she was raped by a man 
whom she told me was her commanding officer. After the attack, 
she made her way back to her barracks to informed the charge of 
quarters. She was met with disbelief. 

She went to the hospital and again was treated poorly. She was 
given a cursory pelvic exam without another woman present, and 
she was not given the opportunity to speak with a rape crisis coun- 
selor, but she was given an Article 15 and discharged with a gen- 
eral discheurge fi'om the service. 

Needless to say, the man was not reprimanded, discharged, or 
demoted. This woman veteran now described the last 25 years of 
her life as a loss because she has lost every emotion. 

In the last year she has applied for a service-connected disability 
for post-traumatic stress disorder. She has been denied. 

How many other women have had to suffer such an injustice? 
When is the Government and the VA going to take their heads out 
of the sand, look at the needs of the woman veteran, and stop 
treating us as nonpersons, which the dictionary defines as a person 
regarded by the Government as not existing. 

The most pressing need for women veterans is a coordinated pro- 
fessional program that would identify women veterans in every 
state and determine their needs and advise them of the veterans 
benefits to which they are entitled. However, it is surely apparent 
that despite the VA’s somewhat aggressive actions to insure equal 
access for women for all treatment and medical programs and to 
address their unique needs, the problem of informing women veter- 
ans of their benefits still seem to resist the VA’s best outreach ef- 
forts. 

A survey of 1,545 women veterans in California revealed that 
only 14 percent of them ever contacted the woman’s coordinator 
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now stationed in all California VA hospitals. The survey confirms 
that outreach and education should be the VA’s highest priority. 

Women veterans have historically made a significEint contribu- 
tion to the United States and the State of California. It is incum- 
bent upon our Nation to insure that these women are located and 
advised of their entitlements and that they receive equal access to 
veterans benefits. 

The issues that affect women veterans not only affect them, but 
all other veterans. The outpatient clinics in Northern California 
are so overburdened and ba^ogged that there is usually a 4 to 6- 
hour wait, even if you have a scheduled appointment. 

We veterans wait in long lines for the simplest procedures, if we 
can get them at all. Is it any wonder that only 9 percent of the vet- 
eran population in the United States even attempts to use the VA 
medical system? 

Every chronically ill veteran realistically knows that further hos- 
pitalizations will be necess^. In such a person’s life, there is al- 
ways turmoil and fhistration when one knows that once again 
medical help must be sought. 

Now in Northern California with the added burden of not know- 
ing where we will go for that medical care, the anger and fimstra- 
tion already felt is heightened. The hospital in San Francisco is old 
and sorely in need of renovation. The 200-bed facility serves over 
500,000 veterans. 

In 1991, within 120 days, the VA closed down the Medical Center 
in Martinez, CA. At the time of closure, there were 250 patients 
that had to be either discharged or transferred to the already criti- 
cally overcrowded VA in San Francisco. 

Ab I previously stated, I am Vice Chairwoman of Operation VA, 
a group which was formed in the spring of 1993 to help insure that 
the funding for the replacement hospital at Travis Air Force Base 
is appropriated. The ensuing battle for the appropriation of funds 
has been a long, hard fight. We veterans have waited 3 years for 
a rralacement mcility. 

The completion date for the hospital is scheduled for December 
of 1998. This time line is imacceptable to every veteran living in 
Northern California. 

In the California State legislature. Senator Feinstein and State 
Senator Thompson, Congressmen Hamburg and Fazio, veterans’ or- 
ganizations around the country, to name a few, endorse Operation 
VA. There are some of us who might not see this hospital become 
a reality, but the veterans of Northern California will continue to 
rally and fight for this criticeilly needed hospital. 

I feel it is my duty to report to you that there have been docu- 
mented cases of veterans dying in Northern California because 
they had no VA facility to get comprehensive medical care. 

Mr. Chairman, thank you for tne opportunity to come to Wash- 
ington and report to you the unsatisfactoiy condition of women’s 
health care in the VA system. All around this room today you are 
seeing the many women veterans who are willing to give their all 
in their service to our great country. 

We implore you to take our stories to other members of our gov- 
ernment and to make them aware of the atrocities that we have 
incurred and still continue to live with on a day-to-day basis. 
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[The prepared statement of Ms. Rennert appears on p. 90.] 

Mr. Evans. Thank you, Carolyn, very much. 

Before recognizing the next witness on the panel, the chair will 
recognize the members of the subcommittee and then introduce 
Congresswoman Schroeder for her remarks. 

The gentleman from Massachusetts. 

OPENING STATEMENT OF HON. JOSEPH P. KENNEDY, H 

Mr. Kennedy. Thank you very much, Mr. Chairman. 

First of all, I want to very much welcome all of our witnesses. 
I know that some of j[ou, and. Dr. Sulewski, we very much appre- 
ciate your testimony, in particular, and I want to thank all of you 
for having the courage to come forward and talk about in memy 
cases personal is^es and the difficulties that you have faced. 

We appreciate the difficulties that you encoimter when talking 
about some of these questions, and I think that under the leader- 
ship of Chairman Evans, there are a few of us on this committee 
that have tried very hard to make certain that the VA becomes 
more sensitive to the needs of women veterans. 

As we enter a period of time in the country’s history where we 
are expanding the role of women in terms of active military service, 
it stands to reason that very soon afterwards the veterans system 
is going to have to become much more sensitive to the needs of 
women veterans. 

We have not done so in the past. I very much commend all of 
you for coming forward, and, Mr. Chairmam I appreciate your ef- 
forts and look forward to continuing our efforts together to make 
certain that this issue is dealt with by the commi^e and by the 
Veterans’ Department. 

I have a fml statement that I would like to submit for the record, 
but, agcdn, I would like to thank you for this hearing and look for- 
ward to hearing directly from our witnesses. 

Mr. Evans. Without objection, your statement is entered into the 
record. 

The gentleman from New York. 

OPENING STATEMENT OF HON. JACK QUINN 

Mr. Quinn. Thank you, Mr. Chairman. 

I want to join my colleagues here in welcoming the members of 
the panel for their comments this morning, and I apologize for 
being a few minutes late. 

In particular I think I am, and we are, fortunate to have Dr. 
Sulewski with us this morning, and I want to welcome her from 
Buffalo, NY, and also Ms. Helen Jacob from Buffalo, NY. 

As we continue this morning — and I know the Chairman referred 
to this in his opening statement— I think if we are going to do our 
jobs as members of this subcommittee of the Veterans’ Affairs Com- 
mittee and as members of Congress, we need to have a very, very 
accurate picture of the current situation out there. 

The only way that we can get that accurate picture is to hear tes- 
timony from people in the field, and the testimony we receive 
today, like always, is very important for us to do our job and to 
help our veterans, whether they are in Buffalo, NY, and Rochester 
or all across the country. 
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So I want to join in welcoming the panel here this morning and 
look forward to the testimony so we can help, and so we can do our 
jobs to help you do your jobs. 

Thank you, Mr. Chairman. 

Mr. Evans. I want to thank you for urging us to invite her. At 
your request, we did, and we appreciate that very much. It will be 
very helpful to us in our deliberations. 

We are very happy to welcome oxir colleague from Colorado, Con- 
gresswoman Pat Schroeder. She has been a tireless and forced ad- 
vocate for women veterans and their health care needs, and we 
thank you for joining us, Congresswoman, and we would recognize 
you. Vour entire statement, of course, will be entered into the 
record. 

STATEMENT OF HON. PATRICIA SCHROEDER, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF COLORADO 

Mrs. Schroeder. Mr. Chairman, I wtmt to thank you and mem- 
bers of this subcommittee. This has been a tireless subcommittee 
in trying to deal with the problems of the VA and women’s health, 
and this veiy distinguished panel shows how hard you worked to 
point out how important this is. 

I thank you for putting my statement in the record. I guess the 
thing I wanted to point out, what I was most shocked about, was 
that as we see more and more veterans becoming women, we also 
see less than half of the usage of the VA by women than by men; 
that women have gotten the message that the VA does not care 
about them, and as we see more people who are in the services be- 
coming women, I think this is a serious issue for the VA. 

It is also shocking to me because many of our veterans were 
nurses who cared for active duty service members, and then to see 
the VA so careless in how they treat them is very shocking. 

But I ^ess the thing that shocked me the most (and you are 

f oing to hear more about this from the Inspector General, so it is 
ind of silly for me to go into it, but I heard from your testimony 
the same tiling) was the issue of cleanliness. My goodness, we just 
take cleemliness for granted, but as I was looking at the Inspector 
General’s report, I was absolutely shocked by the lack of cleanli- 
ness that they foimd, and it looks like one of the ways we will find 
out for the first time that the VA is taking women seriously is if 
we ever get “potty parity.” 

But your point about how women are being told over and over 
and over again that there are not women’s restrooms, or they have 
to share women’s restrooms, or the rooms are not marked, or they 
do not tell men that they are using unisex restrooms, or tiiey do 
not have shower curtains, or they do not have any items for 
women, any gender-specific items at all, or they throw women in 
pqjamas that do not fit them, and on and on. All of those things 
just send an absolutely incredible message, and they seem so very 
simple. 

We know the other issues, such as if you want something as 
basic as a mammogram, you can be told to drive 150 miles. And 
I know how hard you have worked on trying to get these coordina- 
tors, and yet we still find there are places where a coordinator is 
working less than 5 hours a week. And I am sure you are going 
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to hear this morning that many centers are not going to be able 
to send their coordinators to a training mission because it costs too 
much. So it tells you their priority. 

And yet you do not see them using any other innovative way of 
getting that training. Could they do a teleconference? Could they 
do an^hing? There might be some cheaper way, and you just kind 
of see them shrugging it off, saying we cannot go because it costs 
too much, and so, therefore, that is the end of that. 

I ^ess I just take deep breaths and salute your courage in con- 
tinuing to push ahead. I think I could go on and on. You have 
heard me before. It does not make any sense to speak to the choir. 
I guess our challenge is what in the world do we do. How do we 
finally get the VA to focus on this issue and to take women seri- 
ously? 

So thank you for being here, and thank you for having all of 
these wonderful witnesses here, and anything we can do in the 
Congressional Caucus on Women’s Issues to help, let us know be- 
cause we are fhistrated beyond belief that this issue keeps going 
on and on and on, and we do not seem to be able to make an im- 
print on the VA. 

Thank you. 

Mr. Evans. Thank you, Pat. We appreciate your testimony and 
continuing leadership on these issues. 

Mrs. SCHROEDER. fa ank you. 

Mr. Evans. We will resume with the panel with Toni. 

STATEMENT OF TONI LAWRIE 

Ms. Lawrie. Mr.Chairman, members of the panel, thank you for 
this opportunity to report on VA actions to improve health care to 
women. 

While I represent only one hospital pro^am, the proCTam is 
based in Florida which is second in the Nation, only to California, 
in the number of women veterans in the State. We have 85,400 by 
the 1990 census estimate. 

In 1983, then Florida Medical District 12 designated women 
counselors in all of its health care facilities. That was 2 full yeeirs 
before VA recommended women veterans’ counselors to be ap- 
pointed. 

There are estimated to be 17,000 women veterans in the Bay 
Pines service area, with 7,000 of those women eilone in Pinellas 
County, the county that houses the Bay Pines facility. 

I have worked at Bay Pines since 1981 in various positions in 
nursing service and watched the program for women grow from no 
organized program to one of some positive celebrity in the VA 
system. 

A visit from the VA Advisory Committee on Women Veterans to 
Bay Pines in October of 1987 was probably a catalyst for raising 
our consciousness about the unmet needs of women veterans. I feel 
the VA’s commitment to enhancing service for women is sincere 
and evidenced by support of the women’s programs in an era of 
down-sizing, through the appointment of women veterans’ coordi- 
nators regionally and locally full time, and with some facilities ap- 
pointing full-time coordinators from within existing resources. 
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The VA need of the recognition for sexual trauma counseling, 
along with comprehensive health care services, including contra- 
ception, screening and prevention, health maintenance and restora- 
tion, and psycho-social interventions combined with the publication 
of VA women veterans’ health care guidelines are compelling indi- 
cations of intent. 

However, m^'or barriers continue to block access to VA health 
care for the m^ority of our 27.2 million hving veterans. They were 
uniiyured, not yet victims of an impending chronic disease, and 
healthy when they left active duty military service. 

The barriers are the confusing array of rules for eligibility and 
entitlement on release from active duty. All of 1.2 million women 
veterans volimteered for military active duty. Almost half of them 
volimteered for service during a time of war and left the military 
when the threat diminished. None were drafted. 

This patriotism long went unrecognized and imrewarded for 
World War I and II veterans, for women who served in Korea and 
Vietnam, and more recently for veterans of Panama and Granada. 

If they came to VA, we were woefiilly and largely unready to 
serve them. In this age of health care reform, VA has ^e oppor- 
tunity to put its might and money into a mutually beneficial pact 
with women veterans. The many women who currently seek serv- 
ices through our VA are pleased with the care provided, but frus- 
trated by a lack of access to comprehensive outpatient care needed 
to restore or maintain heeilth. 

Changes must continue to evolve in the culture of the VA care 
to women in issues of sensitivity and privacy. Counseling of women 
for trauma and the sequela of sexual abuse is now generally deliv- 
ered in the mental health clinic setting. For many women, this 
means that because they were raped or otherwise sexually abused 
in the military, their first encoimter with the VA health care sys- 
tem will probably be associated with a mental health visit, which 
might prejudice fixture care. 

Similarly, admitting women to locked, male dominated psy- 
chiatric wards for treatment of the aftermath of sexual trauma is 
in^propriate. Some VAs, however, have no alternative at present. 

Changes needed in structural privacy are relatively easy to rec- 
ognize. Our daily practices are more subtle and truly require the 
paradigm shift so often invoked in VA. 

I was reminded one day when I was discussing a young, 33 year 
old woman’s dissatisfaction with her treatment in our ER. She 
asked me, “Would you feel comfortable in a six-bed observation 
room with men in four of the beds listening to your s 3 miptoms of 
abdominal pain?” 

I began with the standard reassurance that I would, reconsidered 
and shifted my paradigm. We now have physically separate facili- 
ties for acutely ill men and women in our evaluation area. 

Overall, ^fr. Chairman, I feel toat the VA on a national level and 
Congress with the peissage of Public Law 102—585 is responding 
with alacrity to identify needs and issues of women veterans. Fund- 
ing for women veterams’ comprehensive health centers, sexual trau- 
ma coimselors in the vet. centere, full-time women’s coordinators, 
training sensitivity, training for health care professionals in the VA 
regarding women issues, authorization to provide gender-related 
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services not available at VA facilities are not steps, but leaps in the 
right direction. 

A follow-up study to the 1985 survey on female veterans by Har- 
ris, et al., is still needed to determine general policy and planning 
issues in the area of care to women, to the growing population of 
women veterans, and more specifically, to address issues as they 
relate to the elderly and minority women. 

VA also needs to identify several centers of excellence, VA or 
non-VA, in the care of women in each region and arrange for staff 
likely to be asked to examine women to be imdated on relevant as- 
sessment skills. Provider staff in some VAMCs and outpatient clin- 
ics might not have had occasion to perform breast or vaginal ex- 
ammafions during their entire VA career. 

I believe from my experience and my association with other 
women veterans and women veterans’ coordinators that strong sup- 
port for these programs is mowing at the local levels in VA, and 
we will be able to change the culture and environment of the VA 
to accommodate all veterans who seek our services if we can be 
freed of the many bureaucratic regulations that bind and confound 
us. 

We only need the opportunity to reach consensus, and that is the 
plan as we transition to primary care and continue to focus on im- 
proving care to women. 

Thank you for this opportunity to make my statement. 

[The prepared statement of Ms. Lawrie appears on p. 70.] 

Mr. Evans. Thank you, Toni. 

We have been joined by Congresswoman Jill Long and the chair 
is pleased to recognize her for an opening statement or other re- 
marks. 

Ms. Long. Thank you, Mr. Chairman. I do not have an opening 
statement, but I do want to commend you for holding this hearing. 
This is obviously a very important issue to the women veterans of 
this country. 

Mr. Evans. Thank you. 

Mary Jean Reed is our next witness. 

STATEMENT OF MARY JEAN REED 

Ms. Reed. Good morning. Chairman Evans and members of the 
House Veterans’ Affairs Subcommittee on Oversight and Investiga- 
tion. 

I am Mary Jean Reed, Lieutenant Colonel, Retired, U.S. Air 
Force. I am here today representing the Governor’s Advisory Com- 
mittee, Women Veterans m Ohio, of which I am a member, and I 
would like to thank you. Congressman Evans, for coming to the 
State of Ohio Emd holding the hearings on Chillicothe Medical 
Center. 

In January I attended a public hearing at the VA hospital in 
Chillicothe, Ohio, where Congressman Evans and Congressman 
Strickland were present. Many questions from the audience were 
raised regarding various issues and concerns with respect to the 
care and treatment received by veterans at VA facilities. However, 
not much to my surprise but, rather, disappointment, I was the 
only person who raised questions concerning specifically the treat- 
ment of women veterans at those same facilities. 
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At that time Congressman Evans informed me of this hearing, 
and I am proud to have been invited to testify before the sub- 
committee. 

The Governor’s Advisory Committee for Women Veterans is an 
unfunded committee and was established in January 1993. It is 
comprised of women veterans and active duty service women, in- 
cluding National Guard and Reserves, who have served in tiie mili- 
tary from World II through the present. This committee, estab- 
lished by Governor George V. Voinovich, was asked to provide the 
governor with recommendations on the issues, needs and concerns 
of Ohio women veterans. 

To best fulfill the governor’s request, we had to first develop 
some goals and set an agenda. The committee decided that it must 
do the following: 

First, identify and assess the special needs of women veterans, 
to provide information which would meet the needs of women vet- 
erans, including benefits and entitlements, education, training for 
unemployment through federal referral programs. We would re- 
search and assess the need of women veterans to identify services 
currently offered and to determine which services are lacing. 

We recommend and plan events honoring women veterans who 
have served and those currently serving in tiie military. These 
events would be utilized for development and enhancing a positive 
image of women veterans and to coordinate and monitor efforts to 
accomplish all of the above goals and objectives. 

Point of contact with various organizations needed to be estab- 
lished to acquire information and avoid duplicate effort. 

Once these goals were developed, the committee then needed to 
formulate a continuing means by which to accomplish them. The 
committee formed four subcommittees with each focusing on the 
specific areas. The subcommittee for identifying Ohio women veter- 
ans was created because, in order to address these issues, those 
who would be affected by other initiatives needed to make us 
aware of their concerns. 

Currently there are an estimated 40,000 women veterans in 
Ohio. Unless these women edready considered themselves to be vet- 
erans, which unfortunately it has been reported that they do not 
and tiiey utilize the services of the VA centers, Ohio’s Biireau of 
Employment Services, or register with the veterans county service 
offices, we do not have a way to identify them. 

A hearing and survey subcommittee focused in on coordinating 
statewide hearings with the intention of drawing women veterans 
to testify before tiie committee and present their experiences, spe- 
cial interests, and needs or ideas that the committee could study 
and consider when making recommendations. 

The subcommittee also carefully crafted a svirvey which included 
several different categories in an effort to gather as much informa- 
tion and encompass as many areas as possible which would assist 
in accomplishing our goals. 

The awEireness and publication subcommittee is responsible for 
sending press releases to the media, conducting editorim ^ards for 
writing articles for various publications, and consequently prepar- 
ing testimony for congressional hearings. 
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Our subcommittee on women’s veterans’ health care has the re- 
sponsibility to identify problem situations which women veterans 
have encoimtered at VA clinics and hospitals. This subcommittee 
also works towards keeping abreast of what type of care and bene- 
fits are offered at the VA facilities. 

I appreciate your patients with the overview of what our commit- 
tee entails. The relevance is the close correlation among each of the 
goals, as well as the task of the subcommittee. 

To date our committee has distributed over 4,000 surveys and 
has received close to a 25 percent return, something we are veiy 
proud of. These surveys are not short. They had 65 questions cover- 
ing seven pages and touched the bases of education, income, mari- 
tal status, health care, and dates spent in the service. Eventually 
this information will be entered into a database. 

For memy of the surveys we are accumulating, most of the ques- 
tions which ask for some sort of written response were fiUed in. 
These answers, which have been very consistent, clearly address 
the issues that there is a problem with health care facilities with 
respect to the treatment of women. 

Although there were general comments which could be applied to 
any veteran, here are some of the few relating to women veterans. 
One woman explained that while in the hospital for a shoulder re- 
construction, I had to share a bathroom with a male Vietnam vet- 
eran. 

It is felt that in many cases we served our country as well as, 
if not better, than most men, and we have equal rights to all avail- 
able benefits. I have a major fear that because I am a woman, it 
is a waste of Government money for me to receive disability and 
dependent benefits. 

Another woman veteran traveled approximately 70 miles to deal 
with facilities not equipped for women, employees imwilling to ac- 
cept women, and, in my opinion, below average medical care. In 99 
percent of my experience, I was made to feel like an animal. 

From a woman veteran who cannot receive a treatment within 
her local area, I must travel to the nearest VA hospital for treat- 
ment not handled in the local VA clinic, which is only set up for 
mainly male veterans. They do not realize they are veterans, Eind 
most clinics are set up for men only. 

And a female veteran, a Vietnam veteran’s response regarding 
the experience with the VA medical facilities, she could only write, 
“Believe me, there is too much to say for this little space. My stay 
in the hospital for 4 days was a complete nightmare.” 

The VA medical center needs to be set up better and more under- 
standing for the care of women. 

The Toledo outpatient clinic sent a separate survey and received 
similar reactions to the problems that women veterans had at their 
clinic. Female veterans’ service-connected disabilities were not 
treated on the same level as men. 

The women also responded to questions asked about the gyneco- 
logical care there. In one instance, a woman went to Ann Arbor, 
no GYN doctor, just a genered practice doctor; could not answer 
various questions on women’s concerns. 
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Another woman could not receive care because I did not have a 
regular appointment. I had a hysterectomy, so it probably is not as 
necessary. 

In another case, the woman veteran received no follow-up from 
a mammogram. 

Last summer our committee conducted several hearings through- 
out the State. From the testimony received, several witnesses ex- 
plained the following. 

I was the only female. I had to undress in a room with a door 
that would not close while men were lined up and down the hall- 
way. 

I encourage women to have privacy in hospitals. Close the doors. 

The final bottom line can be summarized with the way the 
women are treated is terrible, and I assure you all of this goes on. 
It is plainly evident that these are areas and issues which need to 
be brought to your attention, and you have the power to make a 
positive impact. 

This is the type of information our committee is searching for so 
that we can help these women and alleviate some of the horror sto- 
ries and unequal treatment. Although our committee is in its in- 
fant stage, we are dedicated to working on our initiatives. 

It is also apparent that Ohio is not the only State which is trying 
to accommodate its women veterans through the equality of male 
veterans. As you see, I have attached various newspaper articles 
from all different parts of the United States which also have stirred 
some interest. 

It is our hope that after having been invited to testify before this 
committee, you continue to study the type of care which is provided 
to the women veterans, consider the comments received by women 
veterans, and address these issues boldly. 

Theuik you once again, and I would be pleased to answer any 
questions you may have. 

[The prepared statement of Ms. Reed aimears on p. 74.] 

Mr. Evans. Thank you, Mary Jean. We appreciate your testi- 
mony today and for speaking up in Chillicothe. It has been a very 
big he^ to us. 

Dr. Sulewski, you are next. Personal views only, please. 

STATEMENT OF DR. JOANNE SULEWSKI 

Dr. Sulewski. Mr. Chairman, members of the committee, 1 am 
proud to be part of the VA. It offers an alternative for health care 
to women veterans in need. 

At the Buffalo VA, it provides services that are equal to or better 
than those of the private sector. For example, counseling services, 
whether for sexual trauma or smoking cessation, and diagnostic 
studies, like densitomet^ which determines the extent of 
osteoporosis and susceptibility to bone fracture are virtua^y inac- 
cessible to patients in the private sector because for the most part 
they are not reimbursable by third party payers. 

And virtually tmy medication is available at the VA at a cost of 

$ 2 . 

I see the VA is leading the change in health care for women. For 
example, if you review current tc^books used in medical school, 
there is little mention about sexual trauma and its often long-term 



18 


effects, mentally, physically, and functionally, on the survivor. The 
VA held a nation^ conference this past year on sexual trauma to 
educate health care providers on how to better diagnose and treat 
survivors. It eQso provides trained counselors at each VA to help 
the survivors. 

The VA’s approach to sexual trauma can only be a positive influ- 
ence for other mstitutions and medical schools. 

Another example of the leadership of the VA. Starting July 1, 
1994, the VA will train physicians through its new Womens Health 
Fellowship ProCTam to provide an integrated rather them a frag- 
mented, organdy-organ approach to women’s health care. The 
quality of the fellowship is imparalleled in that it emphasizes re- 
search in women’s health issues. I know of only two other programs 
in women’s health care offered by two medical schools, but neither 
proCTam ^preaches the quality of the VA fellowship. 

The Bvinalo VA hopes to be one of those five centers selected to 
offer a woman’s health fellowship. 

Already the VA’s initiatives in women’s health care have signifi- 
cantly influenced medical education at the State University of Buf- 
falo. On May 1, 1994, the University Physicians Service will launch 
a women’s health care program for treating women patients, and 
there is serious consideration being given to providing a women’s 
health care training program for physicians at the university. 

The VA also reaches out to the community. The Buffalo VA in 
an educational program with the School of Nursing at Daemen Col- 
lege in Buffalo this year has undergone a project, “In search of 
homeless women veterans.” We have provided services to approxi- 
mately ten homeless women veterans in the last 7 years. If there 
are homeless women veterans in Buffalo and in Erie Coimty, New 
York, we intend to find them and to offer services to them. 

During this month of March, Women’s History Month, the Buf- 
falo VA is a mtgor supporter and participant in a series of week- 
long events entitled “In Celebration of Women and 'Their Dreams.” 
'Twenty-five thousand women have been invited to attend this 
event sponsored by more them 120 women’s organizations. The 
women will learn about the health care program for women veter- 
£uis at the VA. 

There are some areas in which the VA ceui improve services to 
women veterans. Some examples are by changing eligibility re- 
quirements; by providing greater access to dental care, since 
osteoporosis is believed to contribute to dental loss. 

When staff reductions Eire mandated, we cannot see or treat as 
mEuiy veterEins who need heEilth CEire. \^en research funds are de- 
creased, opportunities for needed reseEU'ch in women’s health CEire 
Emd the hedth CEire of aU veterans Euid nonveterans are lost. 

In my opinion, the cooperative research studies of the VA do for 
the health care of our Nation what the GI bill did for our society 
and economy when more than 20 million Americans received an 
education. 

The VA and I as a physicism can only dehver services to women 
veterans Eis provided for by Congress. 'The leadership of the VA, Dr. 
Susan Mather and those who work with her, BarbEira Brandau, An- 
drea Love, Eind more recently Joan Furey, put together the format 
through which women veterans can be served through the VA. 
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I continue to be impressed and gratified by how much is being 
done for women’s health care at the VA. Thank you very much for 
giving me this opportiinity to thank you, and thank you, Ms. Long, 
Mr. Kennedy, Mr. Quinn, and Mr. Hamburg for your kind com- 
ments. 

[The prepared statement of Dr. Sulewski appears on p. 95.] 

Mr. Evans. 'Th ank you, doctor. We appreciate your testimony. 

Dr. Ulstad. 


STATEMENT OF DR. VALERIE ULSTAD 

Dr. Ulstad. Good morning, and thank you, Mr. Chairman and 
members of the committee. 

I would like to discuss my emerience with women’s health care 
specifically at the Minneapolis VA Medical Center. I am a physi- 
cian who trained in the University of Minnesota system, receiving 

E art of nw residency and fellowshm training at ihe Minneapolis VA 
ledical Center. I am Board certified specialist in general medicine 
and a subspecialist in cardiology. 

My particular interest in cardiovascular disease in women 
brought me to involvement in women’s health care in general, and 
my current perspective on women’s health care in VA comes fi'om 
my experience in the Minneapolis VA Medical Center’s Women Vet- 
erans Comprehensive Health Center. 

I was privileged to join the Women Veterans Comprehensive 
Health Care Center staff at the Minneapolis VA in August of 1993 
when the clinic was initially developing. The comprehensive center 
at the Minneapolis VA m-ew out of a history of serving women vet- 
erans beginning with the delivery of gynecologic services in 1974 
through, at that time, a contractual arrangement with the Univer- 
sity of Minnesota. 

That GYN clinic offered reguleu’ pap and pelvic exams and 
gynecologic consultation to women veterans. The Minneapolis VA 
Medical Center then became the first VA to have on-site mammog- 
raphy in 1985, when under the leadership of Dr. Neil Wasserman, 
one of our radiolopsts, the Breast Cancer Detection Clinic was 
started. In this clinic regular screening of women veterans by clini- 
cal breast exam and mammography was done annually. 

Going on in 1988 then. Dr. Imstin Nichol, our Chief of General 
Intern^ Medicine, and Linda Daninger, one of our nurses, devel- 
oped the Women’s Preventative Medicine Clinic. This clinic offered 
cancer screening, cardiovascular risk factor screening, coimseling 
on smoking cessation, and immimizations. 

The Women’s Preventive Clinic worked with the Breast Cancer 
Detection Clinic and the gynecology clinic to begin to coordinate 
care of women veterans. These clinics were made part of the new 
Women Veterans Comprehensive Center which opened this Au^st. 

Dr. Kris Ensrud, a leading investigator in the field of 
osteoporosis and the most recent Director of the Preventative Wom- 
en’s Clinic, provided the leadership for the center’s formation and 
is now serving 6ui its Medical Director. 

We have been open and seeing patients for 6 months and have 
seen 1,086 women veterans. I want to tell you a little bit about who 
we serve. Our patients range from age 20 to 90. Of the women vet- 
erans over 40 yesu-s of age, we see the following distribution of the 
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major killers and disablers of women: 28 percent of them have 
known heart disease; 26 percent carry a current or past diagnosis 
of cancer; and 20 percent have osteoporosis. 

Cardiovascular disease is the number one killer of women. Actu- 
ally women think it is breast cancer. It is cardiovascular disease. 
Breast cancer is certainly important, but cardiovascular prevention 
is a key part of our mission as well. The subset of women veterans 
over the age of 40 in our clinic have a high prevalence of risk fac- 
tors for CEirdiovascular disease. Sixty-one percent are overweight; 
42 percent have high blood pressure; 36 percent have a high choles- 
terol; 14 percent have diabetes; and 28 percent are still smoking. 

The most important part of the mission of WVCHC is to provide 
comprehensive primary and preventative health CEure services to 
women veterans in order to enable them to maintain their highest 
level of health. 

The two internists, myself and Dr. Ensrud, and a physician as- 
sistant, Patricia Olson, are the health care providers. While our 
three providers participate in the delivery of primary care to 
women veterans, our PA is the backbone of the preventative part 
of our clinic. In her preventative clinic, she sees women veterans 
yearly. The annual visit consists of an assessment of the individ- 
ual’s health issues, cancer, and cardiovascular risk factor screen- 
ing, and an assessment of mental health needs. A physical exam 
is performed, a clinical breast exam, and then personal instruction 
in self-breast exam are performed. The visit also includes pap and 
pelvic examination. 

When indicated according to established guidelines, mammog- 
raphy is performed imme£ately, that day, after the preventive 
visit. 

The two internists provide care for women with active medical 
problems and provide consultative care. Gynecologic consultation 
services continue to be provided through a contractual arrangement 
with the University of Minnesota. However, this smnmer we hope 
to hire our own fi^-time gynecologist. The gynecologists who pro- 
vide gynecologic consultation perform necessary gynecologic sur- 
gery at the medical center. 

Support from our dietician, social worker, medical administration 
clerk, administrative secreteuy, clinical psychologist, women veter- 
ans coordinator, research assistant, and nurses are critical for the 
delivery of comprehensive health care. 

The Comprehensive Center is dedicated to fostering improvement 
in women’s health care through efforts in research, education, and 
quality assureince. Our current research efforts are directed pri- 
marily at describing our very diverse population. 

The eight Comprehensive Centers are currently cooperating to 
develop uniform research methodology to ^ow for studies Hiat are 
generalizable to the women veteran population at large. In our cen- 
ter, both internists are involved in national clinical trials on impor- 
tant areas of women’s health care, including the Study of 
Osteoporotic Fractures, the Fracture Intervention Trial, and the 
Women’s Health Initiative. 

In our institution other investigators are encouraged to cooperate 
with us. Dr. Maureen Murdoch in our Goneral Medicine Section, 
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for example, is studying domestic violence in the women veterans 
population. 

Educational efforts are ongoing at many levels. We hope we will 
have medical students and medical residents regularly participat- 
ing in the women’s health pr^am. 

On another level, each staff member in our Conmrehensive Cen- 
ter serves to educate her peers in women’s health. 'I^s includes ac- 
tive education in the medical, nursing, social work, and mental 
health areas. Quality indicators are in place for pap smears, pelvic 
exams, and mammography. Monitoring these results is routinely 
evaluated, and quality assurance programs will be expanded. 

Minneapolis VA is committed to notifying all eligible women vet- 
erems in the Minneapolis service area tlmough outreach efforts. 
'This has proven to be challenging because there is no one master 
list of women veterans. Our women veterans coordinator, Nancy 
O’Brien, has been very creative in finding potential women veter- 
ans for our center. She has coordinated multiple meetings at local 
conferences to get the word out. 

We have relied on county veterans service officers to help spread 
the world outside of the Twin Cities metro area. We regularly see 
women veterans who have not been getting health care at ail, as 
you have heard from other individuals this morning. The burgeon- 
mg untreated medical emd emotional problems has been alarming. 
For example, 32 women veterans received coimseling for sexual 
trauma in fiscal year 1993 at our center. 

We believe in serving the physical and emotional needs of women 
veterans in a gender-sensitive setting. In our center, women have 
a place to come for any physical or mental health concerns. They 
embrace this concept and epjoy the opportunity to interact with 
known and trusted health care providers. I have frequently heard, 
“Finally, a place for us.” 

We are currently surveying our patients to determine their satis- 
faction with our center and to fi^re out how to better serve our 
population. 

In finishing up, I want to tell you about the roecific benefits of 
the multi-disciplinary comprehensive concept. This provides the 
ability to coordinate patient appointments to avoid multiple visits. 
This gives us the ahility to discharge patients from busy sub- 
specialty clinics and gives us the ability to streamline medication 
prescriptions to enhance understanding of the medications and to 
get rid of unnecessary medications. 

More centralized care for women veterans allows us to decrease 
fragmentation of care and provides an excellent way to coordinate 
our services with mental health services. 

It has been ve^ reweu'ding to have patients report they are feel- 
ing safe enough nnedly to allow complete disclosure of their health 
care needs. 

As health care providers, we continue to be impressed by the 
prevalence of serious menteil health concerns in our population. We 
are currently gathering data to better imderstand tms problem and 
to enhance our services. 

Minneapolis VA Comprehensive Center acknowledges our role as 
a vanguard program and realizes that we must serve as a model 
for other VAs in their effort to establish women’s programs. A vari- 
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ety of individuals from other VA facilities have done mini- 
residencies with us. Dr. Ensrud and I have participated in a vari- 
ety of satellite conferences to offer our experiences. 

We also serve, I believe, as a model of comprehensive health care 
deliveiy in our own VA. I believe the multi-disciplinary Women 
Veterans Comprehensive Center offers an opportunity to dem- 
onstrate that comprehensive, preventative, and primaiy care is a 
matter of health care delivery that may be a better way to serve 
all veterans. 

Thank you. 

[The prepared statement of Dr. Ulstad appears on p. 101.] 

Mr. Evans. Thank you, doctor. 

Barbara. 


STATEMENT OF BAKBABA ZICAFOOSE 

Ms. ZlCAFOOSB. Chairman Evans and members of the sub- 
committee, I am Barbara Zicafoose, and I am pleased to be here 
today to present information on our female veterans health care 
programs available at the Salem VA Medical Center. 

I am a nurse practitioner who has been at ffie Salem VA for 22 
years and presently am employed in the surgical-medical unit and 
ambulatory care. In addition, I am the female veteran co-coordina- 
tor; and the Women’s Health Clinic coordinator for the medical cen- 
ter. 

Our Women’s Health Clinic began as a concept in the fall of 
1991, when staff in Salem recognized the need for women’s health 
care based upon the following: an increase in the number of women 
seeking care at our facility; medical emphasis on providing care for 
all veterans; and the Veterans Health Administration’s emphasis 
on equity of access, service, and benefits to the growing number of 
women veterans. 

An interdisciplinaiy task force developed plans for the clinic 
which opened in June of 1992. One unique aspect of Salem’s Wom- 
en’s Health Clinic is that it was established predominantly within 
existing resources. Physical space, equipment, and consumer fo- 
cused needs were major resource issues. 

One private patient room in a newly established same-day sur- 
gical-medical unit was designated t\nce a week as a Women’s 
Health Clinic. Staffing requirements for the clinic include one 
nurse practitioner, one registered nurse, one clerk, and one-tenth 
physician. For the remaining 3 days per week, the above resources 
are shared with primary care and the same-day surgery-medical 
unit. 

The clinic was designed to provide a specialized and comprehen- 
sive interdisciplinary program to assess, treat, and/or refer female 
veterans with such illnesses as cancer, hypertension, diabetes, and 
osteoporosis. 

Health education includes information regarding life style 
changes, sexually transmitted diseases, menopause, breast self- 
exam, nutrition, smoking cessation and exercise. 

The Women’s Health Clinic is utilized for training and education 
of medical residents, staff and students. Residents and nurse prac- 
titioner students rotate through the clinic gaining experience in 
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providing gender-specific care within the primary care delivery 
model. 

Salem has a Women Veterans Advisory Committee which meets 
monthly. One m^|or focus of this committee and the clinic staff has 
been comprehensive communication strategies focused on increas- 
ing knowledge of available services to all oiu- female veterans. We 
have sponsored programs focusing on services available, how to ac- 
cess our system, expectations fi-om care provided, individuals to 
contact for questions, tours of the clinic, and the development of a 
promotional Women’s Health Clinic brochure. 

In March of 1994, State officers of the DAV will tour our Wom- 
en’s Health Clinic. 'They will evaluate our program and share their 
findings with their respective posts. 

Not only have we communicated our services at the local and 
State level, but we have shared our program with other VAMCs 
across the Nation. In September of 1992, I participated in a panel 
on how to establish a women’s health clinic at the national Female 
Veterans Coordinators Conference. As a resxilt of this program, 
through written or verbal confirmation, 40 VA facilities nave ac- 
knowledged use of Salem’s program model for development, imple- 
mentation and/or modification of their women’s health clinic pro- 
grams. 

The canteen service at Salem carries a complete line of products 
used by female veterans. In addition, the Medical Center recog- 
nized the need for hair care for our women veterans, and beau- 
tician services are now available to inpatients on a weekly basis. 

Salem has a forensic psychologist wno specializes in sexual or 
ph;y’sical abuse counseling. She is available to our Women’s Health 
Clinic by consultation or on an emergency basis. 

In addition, a support group which focuses on physical and men- 
tal abuse issues is held weekly and directed by a psychiatrist and 
clinical nurse specialist. 

Our facility treats a significant number of female psychiatric pa- 
tients. Appropriate placement, including safety and self-esteem is- 
sues, eire of primary concern. Funding has been appropriated to de- 
velop an ei^t-bed unit for psychiatric female patients, with ren- 
ovation slated to begin in late 1994. 

An outgrowth of our Women’s Health Clinic has been the devel- 
opment of a primary care team for women. The clinic opened in 
January 1994, is managed by a nurse practitioner with physician 
liaison, and provides comprehensive managed care for acute and 
chronic medical problems. Like the Women’s Healtii Clinic, the pri- 
mary care team for women veterans was initiated within existin g 
resources. 

The Women’s Health Care Clinic in Salem, using an interdiscipli- 
nary approach, is an attempt by the staff" to provide comprehenswe, 
managed care while conceivably reducing health care costs and de- 
creasing complications irom potentially preventable diseases. Ongo- 
ing screening, counseling, and education are provided for a large 
number of individuals in an accessible, coordinated, and sensitive 
manner. 

With members of the interdisciplinary team working together as 
partners in prevention and health maintenance, we can provide our 
female veterans with a potentially healthier future. 
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Thank you, again, for allowing me to be here today. 

[The prepared statement of Ms. Zicafoose appears on p. 107.] 

Mr. Evans. Thank you, Barbara. 

I want to thank this entire panel. Your testimony has sp£u*ed the 
continuum from the problems to some of the solutions. It has been 
very usefril and interesting to hear about some of the good things 
going on, as well as the problems. 

We have been engaged in this body in a great debate over wheth- 
er there is a crisis in national health care, Euid we are not going 
to get into that debate this morning, but I do believe there is a cri- 
sis in women’s health care within the VA, and I think that is really 
undebatable and indisputable. 

That is particularly true in Northern California at this point 
with the lack of a medical center and the Sacramento facility ap- 
psu-ently not providing the kinds of services that women vetereuis 
require. 

^om this crisis in Northern California, we have an opportunity 
as this new hospital is constructed at iSravis to make siure that 
women are dealt into the equation and this facility is prepared and 
designed accordingly. 

Are women involved in that process, trying to make sure that in 
the interim there are some services available? Have you been con- 
sulted by the VA as this hospital develops and is designed? 

Ms. Rennert. As I understand it, Mr. Chairman, what is hap- 
pening is the women’s coordinators from Martinez Hospital and 
from the surrounding Bay Area clinics and hospitals are going to 
be involved in that, and hopefully some of the women veterans are 
going to have input on what we need into this new hospital because 
we are sorely lacking in all resources when it comes to women’s 
medical care. 

So I am hoping that they will bring us in on the planning of the 
women’s health care clinics in this new hospital. 

Mr. Evans. Kay, do you have any comment on this? 

Ms. Dennis. Yes. I talked with the women’s coordinator at the 
Martinez clinic now, and she said she has half a day once a week. 
It takes all of that time to set up appointments for tests on her pa- 
tients and to get them notified and get them down. She has no time 
for anything else, and she is losing her mind because she cannot 
do the job she needs to do. 

Mr. Evans. She needs to be a full-time coordinator or she is full 
time? 

Ms. Dennis. No, she is given one-half day a week to work on the 
clinic. Otherwise she worlu elsewhere. 

Mr. Evans. What do we need to do at the Sacramento outpatient 
clinic in the interim to make it a better facility for women veter- 
ans? 

Ms. Rennert. We certainly need to get a more aggressive pro- 
gram going, and I think the only way we can do that is to start 
getting some women veterans in there that are really concerned 
about these issues. Right now we are slipping through the cracks. 
We do not have anybody to listen to us right now about what is 
going on, and all that we can do is we just keep telling them, and 
we are not listened to so far. 
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So hopefully with us coming back here and speaking before this 
subcommittee, they will start to take notice that we are interested, 
and we are going to make waves until they start to listen to us and 
help us out. 

Mr. Evans. Is there a lack of leadership at the local level? 

Ms. Rennert. It is very much a lack of leadership at the local 
level in the VA clinic. 

Mr. Evans. All members of the panel believe that local leader- 
ship has been very important in developing the women’s programs 
where they exist, mcluding Martinez back in 1985. 

Some 01 the programs, Minneapolis is an example, benefit be- 
cause they have had local leadership. Their work is compoimded b^ 
the fact that they are receiving resources from the VA. That obvi- 
ously does not exist ia all of our facilities. So where do we start? 

If we had to make a few recommendations to the VA, would it 
be starting to encourage that kind of local leadership? Because I 
think in all of these programs that exist in these localities, they 
were started by the local directors and the staff dedicating the re- 
sources and talents to these kinds of problems. 

What would be your recommendations to get the VA to stress 
that? 

Dr. Ulstad. This is a difficult time because I think there is an 
awareness that the VA is down-sizing in some situations, and it 
takes new people. This takes new expertise. This takes a new kind 
of coordination. 

One of the ways leadership has been so critical in our VA is that 
to develop a comprehensive program, you need to have all sorts of 
service lines talking to each other and reporting to each other that 
do not do so in the traditioneil VA system, and our leadership by 
Dr. Petzel, and Dr. Nichol and Dr. Ensrud has been critical in 
weaving together service lines — ^nursing, social work, dietetics, 
medicine in ways that we can work together and put together a 
really good product, I think. 

It takes some encouragement, but this is something that I think 
the VA wants to do. That is the message we get, but I take it from 
some of my colleagues here that that is not the message they are 
getting from their local leadership. We have very much had that 
message, that we wanted to coninbute that expertise in our pro- 
gram, and that is why we have gotten the support. 

Mr. Evans. Aiwbody else? BarbEu-a? 

Ms. Dennis. Congressman Evans, when the women’s clinic in 
Martinez was originally established, it was wonderful. 'They had a 
complete pro^am, one of the finest in the country, and then when 
they closed the hospital, the clinic was stopped, then they built a 
new clinic, and now it is a total firusfration. I was the only non- 
staff member on their women veterans committee. I met once a 
month with them, and they were doing all kinds of things, includ- 
ing the FX, pmamas, including all of the things that we talked 
about but it is dead now. 

Ms. Rennert. I think what we are seeing in Northern California 
is the fact that there are so many women veterans in a con- 
centrated area, 64,000, and it is climbing every day that the few 
people that are allott^ these few hours a week are finding the 
problem so overwhelming that it is just overpowering. We need to 
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get more people in there, and, again, it all relates back to the 
money issue. 

VA does not have the money to pay these women’s coordinators, 
and we just do not get the service. So it all just kind of relates back 
to the old adage of, you know, more money for these programs. 

I do have to say that the women’s coordinator in the Martinez 
clinic now does listen, but she is overwhelmingly loaded wil^ ^e 
problem, and we just need more people to help. 

Mr. Evans. Anybody else? Barbara. 

Ms. ZlCAFOOSE. I think along with administrative support from 
the Chief of Staff all the way down, it is critical that we look at 
innovative and alternative ways of providing this care. For exam- 
ple, one of the other speakers told us about her PA that does the 
primary preventive health in her facility. Our nurse practitioners 
nm our clinics. They are must more cost effective. The patients are 
very pleased with the care that we provide, and all you need is an 
alternative back-up physician liaison. 

Mr. Evans. Let me yield to the gentleman from New York for 
questions. 

Mr. Quinn. Thank you, Mr. Chairman. 

I thank you all for your testimony. I have your written state- 
ments. I was a few minutes late, but one of the things you men- 
tioned, Mr. Chairman, that concerns me, is that it does aU relate 
to money in the end. We have received a budget up here on the 
Hill recently for Veterans Affairs, and almost every member on the 
full committee has some problems with that budget. 

We will work our way through that over these next couple of 
months and weeks. We are all advocates. Certainly all of vou are, 
as are others who have testified, national commanders and others, 
in recent weeks. I am concerned that as we finalize the budget, 
working with the administration, you, and some of the others who 
have testified, that women’s health needs are met to the same ex- 
tent as the other concerns in the budget, Mr. Chairman. 

One of the good things this morning is that, not only do we have 
the coasts covered, Northern California, and Buffalo, NY, but we 
also have the success stories and the good news along with the bad 
news. 

The Chairman asked what can we do when we ask the VA to 
give direction to that local kind of leadership that does become so 
critical. I am a former school teacher of eight grade English. I 
taught for 10 years, and I know that sometimes the best ideas are 
not always expensive. Sometimes on a morning like this where 
seven of you have talked to us, we find out what you are doing out 
in CaUfomia and what has worked in Buffalo and what we are 
working on in different areas of the country. These ideas need to 
be shared not only in this room, but maybe, Mr. Chairman, as we 
ask the VA to give direction to assist with the local leadership, we 
should also ask the Secretary to make an effort to let everybody 
know what is going on that is working. 

Let us not only say we need more money, which we certainly do, 
but we know that is not always possible. We are hearing ideas this 
momii^ from people who have taken the time to come to Washing- 
ton, DC, and they think it is important enough to try to solve tfre 
problems. I would like to suggest that under your leadership in this 
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subcommittee, and in our reporting back to the full committee, we 
ask the Secretary to assist with that local leadership. We need to 
do what we can with the money, but at the same time we need to 
share the good news with all tne other people that need our help. 

I am not trying to downplay the importance of the finances be- 
cause you are right. We are goin^ to deal with that in these next 
few months here on the Hill. But it is not all bad news, and I think 
we ought to try to share as best we can the success stories, and 
see what we can do to help. 

So I do not have a question for the panel. It is more of a com- 
ment after hearing what you have said this morning. I want you 
to know that we are listening. We are under the able chairmanship 
of Mr. Evans who does, in my opinion, not to embarrass him, a 
super job in getting these issues in the forefront. 

1 will be pleased to help in any way that I can, and thanks for 
your testimony. 

Mr. Evans. I thank the gentleman for his comments. 

The gentleman from California. 

Mr. HAMBURG. Thank you, Mr. Chairman, and again I want to 
thank you for holding these hearings and especially thank the two 
women from the First Concessional District who came all l^e way 
from California to deliver tms testimony. 

As I listened to the panel, I have really mixed emotions. It is 
great to hear the success stories from Minneapolis and Buffalo and 
Salem, and hear all of the good things that are happening out 
there, all of the efficiencies that can be realized, the importance of 
getting women on the local level involved with the kind of health 
care they need, and I am glad that Congresswomen Long and 
Schroeder were here for part of this hearing and were able to listen 
to vou because having women on these panels listening to women 
talk about women’s issues is very important, and I know that that 
input is there. 

So I was really glad to hear some of the innovations, some of the 

f ood things the VA is doing, emd I do not doubt that those are true, 
ut, on the other hand, I feel very, very fhistrated about a situa- 
tion in Northern California, and it really does not make me feel 
any better to hear Kay Dennis talk about the health clinic that ex- 
isted in Martinez and the very fine job it was doing, and now we 
are down to a half-time coordinator who is not able to keep up with 
her workload, let alone be a leader in this planning enoit that 
needs to go on now as we try to move forward with construction 
of the new VA medical center. 

So I have really mixed emotions on my part. I am glad to hear 
the good stuff that is happening, but it really fuels my fnistration 
about what we are up against in Northern Csdifomia. 

I do not know if I reaUy have any specific questions, but as I W6is 
listening to you, Carolyn, I gfuess I was just sort of underlining in 
your testimo^ some of the things you said. I have talked to you 
about this. Chairman Evans, and like you, I sometimes vote 
ageunst the flashy new weapons systems that the Pentagon wants, 
but I never vote against health care benefits for our veterans. 

You know we have asked these people to make a co mm itment for 
our country and to put their bodies on the line and put their lives 
on the line, and then to deny them the health care when they need 
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it most in their lives is just unconscionable, and it reflects very 
badly on the Congress, reflects veiy badly on our entire Govern- 
ment. 

So I feel very strongly about that, and in Carolyn’s testimony 
when you mentioned making an appointment with one gynecologist 
to serve 64,000 women veterans and you also talked about these 
round trips and the woman who had a 380 mile trip to go from 
Yreka to Palo Alto to get a procedure, you know, this is unconscion- 
able. I mean this is treating people like they do not matter, eind 
if we are going to treat our veterans like that, I think really it is 
a shame on all of us. 

Well, you know, I could go on, Mr. Chairman, but I think that 
these witnesses did a great job of talking about what the problems 
are and what some of the solutions are, and I really appreciate 
your work to try to be a solution for Northern California. 

The first thing you need to do, however, is to move forward with 
the construction of that hospital. It really has been too long in the 
planning. 'This thing continues to kind of drag out. We are now 
talking about a December 1998 completion date. By the time that 
date rolls around, a lot of people will die or at least will suffer un- 
justly because that hospital is not available to them. 

You stated this is an extremely large veteran area, maybe the 
largest in the country that is not served by an acute care hospital, 
Sind with your help and the help of Chairman Montgomery smd 
other members of Congress who understand the injustice here, we 
are going to move forward, smd we are going to push the VA smd 
the Air Force to move fonysu-d as quickly as possible and get this 
facility built for the women smd for all of the veterans of Northern 
California. 

Thank you. 

Mr. Evans. I thank the gentleman, smd I thank this entire panel, 
smd we will be emphasizing to the VA that they should try to moti- 
vate their local directors to dedicate resources, and I think it is 
going to come when women, as you all have, demsmd that it hap- 
pens. 

We appreciate your testimony and this is how we get work done 
in Washington, DC, by hearing from people such as yourselves. We 
appreciate very much your honesty smd personal opinions smd your 
advice. It has been very helpful to us. 

Thank you sill for coming. 

The members of our next panel represent the General Accounting 
Office and the VA’s Office of Inspector Genersd. Representing the 
GAO is Dave Baine, Director of Federal Health Care Delivery Is- 
sues, and he is accompsmied by Jim Linz and Jackie Clinton. 

Steve Trodden is the VA’s Inspector General. He is accompanied 
today by Dr. Alastsiir Connell smd Marion Slachta. Dave, we will 
begin with you once you get situated. 
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STATEMENTS OF DAVID P. BAINE, DIRECTOR, FEDERAL 
HEALTH CARE DELIVERY ISSUES, GENERAL ACCOUNTING 
OFFICE ACCOMPANIED BY JAMES RL LINZ, HEALTH, EDU- 
CATION, AND HUMAN SERVICES DIVISION, AND JACQUELYN 
T.L, CLINTON, SENIOR EVALUATOR; STEPHEN A, TRODDEN, 
INSPECTOR GENERAL, DEPARTMENT OF VETERANS AF- 
FAIRS ACCOMPANIED BY DR. ALASTAIR M. CONNELL, AS- 
SISTANT INSPECTOR GENERAL, AND MARION SLACHTA, 
PROGRAM ANALYST 

STATEMENT OF DAVID P. BAINE 

Mr. Baine. Thank you, Mr. Chairman, and good morning. 

We appreciate the opportimity to be here today — this time to dis- 
cuss the Department of Veterans Affairs’ longstanding problems in 
meeting the health care needs of women veterans and the implica- 
tions those problems have for VA’s role in a reformed national 
health care system. 

As you know, we first identified problems in VA’s provision of 
health care services to women veterans in 1982 and identified con- 
tinuing problems in a 1992 follow-up report. 

Our comments this morning will be based on some limited follow- 
up efforts we conducted at the VA Central Office to determine the 
ejrtent to which VA followed through on the promises it made in 
re^onse to our 1992 report. 

Since we issued that report and since the Confess enacted the 
Veterans Health Care Act of 1992, VA Central Office has repeat- 
edly stressed the need for its facilities to improve services for 
women veterans. 

VA’s greatest success has come in improving privacy for those 
veterans. It has completed or funded 131 projects in this area at 
a cost of some $670 million. Another 205 projects, estimated to cost 
about $800 million, are planned. 

VA Central Office has also taken several other actions to en- 
hance service to women veterans. 'These are detailed on pages 3 
and 4 of my prepared statement. 

Clearly, these actions should result in improvements in services 
provided to women veterans but a continuing problem limits the ef- 
fectiveness of those efforts, and that is the failure to monitor medi- 
cal centers to ensure that corrective actions are taken. 

It is this problem more than euiy other that threatens the success 
of VA health reform plans and the quality of care likely to be pro- 
vided under those plans. 

Let me take a moment to discuss the issue of cancer screening 
examinations. These examinations are critically important for two 
reasons. Women veterans experience an unusually high incidence 
of cancer. Second, treatment is more likely to succeed if cancer is 
detected early. 

Despite the strong evidence that cancer screening should be an 
important peul of women vetereuis health care, VA made little 
progress in improving the thoroughness of physical examinations 
during the 10 years between 1982 and 1992. 

In 1992, we made a very specific recommendation — ^that VA 
should require each medical center as part of the quality assurance 
program to develop and implement an action plan for improving 
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compliance with the requirement that each woman inpatient re- 
ceive a complete physical examination, including a pelvic and 
breast examination and a pap test at appropriate intervals. 

We also recommended that VA Central Office approve each of the 
action plems. 

VA followed through on its promise to require the medical cen- 
ters to submit revised plans for the care of women veterans, but 
it did not analyze and provide feedback to medical centers on those 
plans. We found no evidence of VA centralized review of some 130 
of the 155 plans we obtained from VA. Our independent review of 
those plans showed that only 34 of them addressed all three of the 
minimum requirements cited in the recommendation that we had 
made in 1992. Only 99 included quality indicators to monitor com- 
pliance with the examination requirements. 

Frequently the plans merely restated the requirements contained 
in the Central Office directive, without outlining an action plan for 
improving compliance with the requirements. VA did not notify the 
medical centers of deficiencies in their plans. 

In September 1993, VA developed womens’ health care guidelines 
to provide additional guidance to the medical centers. These guide- 
lines encouraged medical centers to establish women’s clinics and 
women’s primary health care teams. 

These teams, if established, could improve the thoroughness of 
the cancer screening examinations. 

On a related issue, in 1992 we noted that some of the VA medi- 
cal centers we had visited had developed innovative efforts to im- 
prove compliance, as you have heard from the previous panel. 

VA initially planned to disseminate information about these 
practices through an information letter to its medical centers, but 
later decided it would be more appropriate to disseminate such in- 
formation through a quarterly newsletter on women’s health 
programs. 

This type of periodic newsletter would, in our opinion, be a good 
forum for disseminating such information. Neither of the first two 
issues, however, of the quarterly newsletter contained any informa- 
tion on the best practices being used around the system. 

Finally, in 1992, we recommended that VA as part of its quality 
assurance activities monitor centers’ compliance with the Septem- 
ber 1991 circular on mammography services. VA, however, did not 
follow through on this recommendation. We identified no VA 
Central Office efforts to monitor medical centers’ compliance with 
quality control or quality assurance aspects of mammography 
services. 

Before closing, I would like to discuss some of the implications 
of health reform for the women veterans program. Under VA’s 
health reform proposals, the most critical deficiency in VA women’s 
programs — the failure to provide appropriate cancer screening ex- 
aminations — ^may be Itu'gely overcome as VA goes to a primary care 
model. Each woman veteran would have a primary care physician 
and be entitled to a comprehensive set of hemth care services. 

Under such an arrangement, a doctor-patient relationship should 
develop in which physicians will no longer be reluctant to perform 
these much needed examinations. 
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While VA’s planned move to primary care is linked to the Presi- 
dent’s health reform proposal, VA does not need to wait for health 
reform to implement a primaiy care model. 

Also under health reform, VA will likely rely even more than it 
does now on individued facilities to insure the quality of care of 
both male and female veterans. Consequently, the long-standing 
problems in getting many VA medical centers to implement correc- 
tive actions to improve women veterans health care services may 
continue. 

In summary, Mr. Chairman, VA Central Office continues to 
stress the importance of improving services for women veterans. 
Real improvements, however, depend more on the commitment of 
medical center directors than on directives from the Central Office. 

The absence of complete comprehensive action plans to improve 
services to women raises serious questions about the potential for 
VA health care plans to attract women veterans if health reform 
becomes a reality. 

We would be very happy to take your questions. 

[The prepared statement of Mr. Baine appears on p. 115.] 

Mr. Evans. Thank you, Dave. 

Steve. 

STATEMENT OF STEPHEN A. TRODDEN 

Mr. Trodden. Good morning, Mr. Chairman. 

I am pleased and proud to be a part of your continuing focus on 
women’s health care issues in the Department of Veterans Affairs. 

My comments today are largely shaped by a recent inspection by 
my Office of Healthcare Inspections. Dr. Connell to my left issued 
that report, and Ms. Marion Slachta to his left is the author and 
injector who conducted the work on which that report was based. 

"nie findings of this study were published in our March 4, 1994, 
report, and the inspection itself was a follow-up to a previous piece 
of work that we did and presented to this committee on Jime 23, 
1993. 

Our follow-up confirms some improvements in staffing in both 
the Central Office and the field. A national training program for 
women veterans coordinators has been planned, although funding 
will allow attendance by only a minority of coordinators. 

In our last report we stressed different VAMCs might have dif- 
ferent approaches to women veterans’ care, of which the develop- 
ment of a women’s clinic might be one. We recommended the devel- 
opment of guidelines on how to establish and operate a women’s 
health CEU'e clinic. 

In fact, individual VAMCs, for example, Salem whom you just 
heard from, had already developed such guidelines, and we consid- 
ered their work to be very good in that area. 

However, declining to promulgate guidelines generally, a VA 
working ^oup recommended that because of limited resources the 
use of primeuy care would be the most generally applicable ap- 
proach to meeting the needs of women veterans. The ^oup did rec- 
ognize the establishment of women’s clinics as an ration. 

In our current inspection, we focused on how effectively medical 
centers were meeting the needs of women veterans by visiting and 
evaluating aspects of women’s health services in a stratified sample 
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of VA mediced centers around the country. We went to 15 different 
facilities at ten medical centers, and we visited them between No- 
vember of 1993 and February of 1994. Thirteen of these facilities 
were inpatient and two were satellite ambulatory facilities associ- 
ated wi& the medical centers. 

We reviewed the current activities of women veterans coordina- 
tors and inspected issues related to privacy and cleanliness. 

We found that progress has been made in the assignment of 
women’s coordinators. Some coordinators, however, did not seem to 
be fully briefed on the responsibilities of their functions, and some 
stOl do not have an adequate allotment of time to be fully effective. 

On the other hand, evidence of attention to women’s issues cer- 
tainly existed. For example, the Brooklyn Medical Center had ap- 
pointed a full-time coordinator on their own hook, so to speak, 
without the provision of additional funds from Centr^ OfBce. 

Coordinators still need to have greater visibility, and there is a 
continuing need for training of those coordinators. 

Full-time women coordinators have been appointed in all four VA 
regions, and VA has ^pointed a special assistant for women vet- 
eran programs. The Office of the Assistant Secretary for Policy and 
Planning has created a full-time staff position responsible for wom- 
en’s issues throughout the department. 

Women veterans advisory committees were functioning in all but 
one of the medical centers we visited. Conditions, however, for 
women vary widely. There are impediments to adequate privacy 
that include structural conditions. No medical center that we vis- 
ited was comprised exclusively of private or semi-private rooms. All 
have some four-bed rooms or larger. 

We foimd no examples, however, where women veterans were not 
housed either in individual rooms or in female only rooms. Some- 
times, women veterans had to share bathrooms with males. Cor- 
recting these deficiencies does require the investment of large sums 
of money. 

Other impediments to privacy, however, are correctable with lit- 
tle expense. For example, more convenient bathrooms would be one 
example. Notices on bathroom doors would be another, requiring 
veterans to knock before entry. 

Standards of cleanliness varied widely. 'The mtqority of the 15 fa- 
cilities we looked at were very clean, outstanding being Brooklyn, 
Salem, Grand Jxmction, and Portland. 

In a minority of hospitals, however, bathrooms were dirty. 

Generally hospital shops carried a better supply of female per- 
soned items than we had found last year, but deficiencies still exist. 
The success in the provision of better faciUties at the majority of 
places provides some optimism. Formidable challenges, however, 
remain. 

To bring VA hospitals to the standards of accommodations com- 
mon in the private sector will involve major reconstruction, with 
attending expense. Short of this, however, much can be done to im- 
prove the conditions for women veterans by continued devotion to 
the task and sensitivity to the issues involved. 

We recommended that the Acting Under Secretary for Health, 
first of all, reward the places, congratulate the places which have 
made substantial improvement; continue to insist on high stand- 
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ards of cleanliness in all of the medical centers; and require all the 
directors to insure maximum privacy for veterans, including 
women, within the limits of the intrinsic constraints posed by their 
facilities. 

We have now received the response from VHA, and it is included 
in the report which we have provided to the committee. 

Thank you, Mr. Chairman. We stand open to your questions. 

[The prepared statement of Mr. Trodden appears on p. 132.] 

Mr. Evans. Thank you, Steve. 

Let me ask you both, since local facility leadership obviously 
plays such an important role in the provision of women veterans’ 
he^th care, are facility directors being held accountable by the VA 
at the top levels to follow through? 

Mr. Trodden. In my opinion, no, sir, Mr. Chairman. I think this 
is a fundamental issue that VA has faced since the time I have 
been IG, and I think it will face increasingly more so in the days 
to come, as VA integrates with national hemth care reform. 

This continuing issue of centralized versus decentralized, I think, 
is at the root of this thing. It looks to me like VA headquarters 

f enerally does the right thmg in terms of issuing directives, but as 
Ir. Baine says, in my opinion it is woefiilly short in following up 
on whether or not those directives are being complied with. 

There seems to be a reluctance to hold people properly account- 
able for compliance with the policy directives that come from Wash- 
ington. 

Mr. Evans. Dave, any comment? 

Mr. Baine. I agree with Steve on that point wholeheartedly. I 
think that on almost every issue we deal with for this subcommit- 
tee and others, what we find is a willingness on the part of the VA 
Central Office to issue directives to address the overall problems. 
There is less of a willinmess — and often it is attributed to the lack 
of resources to do this— iut there is a reluctance to go and find out 
for themselves from a programmatic standpoint what is going on 
out in the system of medical centers. 

That has been a source of continuing fhistration, I know, for 
Steve; it has been a source of fhistration for us; and I am sure it 
has been a source of fhistration for you folks. What happens is you 
have witnesses to come here to deal with any particular issue, and 
the discussion is all over the lot. There are some very good activi- 
ties occurring and there seem to be some very big problem areas. 

This is the kind of thing that program managers in VA ought to 
know about and be able to come up and sit down and tell your com- 
mittee about. 


Mr. Trodden. If I could be really blunt, Mr. Chairman, I am 
going to submit that the response to our report exemplifies exactly 
what I am talkii^ about. I had a response from central manage- 
ment which, in effect, says we have issued the directives. Your re- 
port is not particularly helpful. We have got all of the people out 
there in the world. We just had a tour of 15 facilities in the coun- 
try, and we came back with a discussion on the problems, and the 
response is we have got enough people to cover the situation, and 
besides, you have not properly demied what odor is. 

I think that is an incrembly shortsighted response. 

Mr. Evans. What could you recommend to us that we do? 
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Mr. Trodden. I do not know that what we are dealing with here, 
Mr. Chairman, and I know I said Ihis to you before, and it is sort 
of frustrating, but I do not know that what we are talking about 
is legislative in natiire. I think it is manageriEd in nature, euid I 
think that what we have to have is a balance. 

I a^ee wholly that the good things come from the bottom. So 
there is not the idea that Washington is going to mandate all kinds 
of good ideas. On the other hand, if we were smart enough to recog- 
nize what good ideas are and promulgate a policy that people 
should comply with, then we need to reward the ones that do, and 
we need to take opposition action with regard to those that do not. 

There has historically, in my opinion, been a reluctance to do 
that in the VA. 

Mr. Evans. Would the creation of a women veterans program di- 
rectorship at the VA actually be helpful in that regard? 

Mr. Trodden. I think it should be helpful, yes, sir, but again, it 
will only be helpful if that person has the authority and respon- 
sibility to follow through on the pronouncements that she m^es. 

Mr. Evans. Would that authority and the ability to follow 
through be heightened if the person directly reported to the Sec- 
retary as envisioned by Congresswoman Waters^ legislation, to es- 
tablish a women’s bureau? 

Mr. Trodden. Frankly, Mr. Chairman, I have not had much time 
to reflect on the positioning of that, but generally speaking, yes, 
the higher in the organization the person is placed, the more clout 
that they would have. 

On the other hand, I have got to tell you that there is nobody 
better placed than the Chief M^ced Director to oversee VAMC di- 
rectors, and that particularly in and of itself does not seem to hap- 
pen. It is a psychological mEmagerial philosophy or something. I do 
not know whether it is people inside the profession reluctant to 
crack the whip on others inside the profession or exactly what the 
phenomenon is. 

Mr. Evans. Is it a culturEd problem? 

Mr. Trodden. I think it is a cultural problem, yes, sir. 

Mr. Evans. Let me visit this issue that Congresswoman Schroe- 
der thought weis so bad, Eind I agree with here, the issue of cleanli- 
ness within the system. You found a minority, but was it 15 dif- 
ferent facilities? 

Mr. Trodden. Fifteen facilities, Euid I will look to Ms. Slachta to 
tell you what she foimd with regEird to some of those facilities. 

Mr. Evans. Csm we nEune those facilities? 

Mr. Trodden. We would be quite willing to name them, yes, sir. 

Mr. Evans. All right. 

Mr. Trodden. MEuion. 

Ms. Slachta. All 15 facilities? 

Mr. Evans. Could you tell us what level of uncleanliness that we 
Eu*e deEding with here? 

Ms. Slachta. At Peny Point, Maryland, the Jefferson Barracks 
Division of St. Louis, MO, and Columbia, MO, those three stations 
in which I found the bathrooms, the inpatient restrooms for the 
women or actuEdly for Edl the veterEms, in my opinion, were just not 
acceptable, Eind it weis also the opinion of the women veterEms that 
I interviewed there. 
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Mr. Evans. So was recurring. It did not just happen to be the 
day that you happened to visit? 

Ms. Slachta. No, sir. It was a recurring thing. One woman vet- 
eran related to me that she had been using the VA for over 10 
years, Euid the first thing that she does when she checks in, she 
goes into the restroom and uses the liquid soap and washes out the 
sink, the toilet, the tub, and then the wall behind the commode be- 
cause it was just unacceptable. 

Mr. Evans. How have the facilily directors responded to these 
concerns? 

Ms. Slachta. All of them have said that they were very con- 
cerned about the cleanliness issue and that they would check into 
it, but in reality, all of the directors had at least 2 weeks’ notice, 
if not more, that I was going to show up. 

You know, when you do tiiese inspections, the first hospital that 
you go to, I get the lay of the land of how I am going to do the 
inspection, and by the time I get to the end of the line, they al- 
ready know what I am looking at. 

I realize that Peny Point was the second hospital, but by the 
time I got to Jefferson Barracks, Columbia, and the rest of them, 
they should have known that I was going to look at every and all 
bawuroom facilities that were there. 

Mr. Evans. You have named three. There are 12 more, aren’t 
there? 

Ms. Slachta. Yes. Those were acceptable. 

Mr. Evans. They were acceptable? 

Ms. Slachta. Yes, on the cleanliness issues, they were accept- 
able. Other stations may have had problems in the fact that they 
could not accommodate privacy in that women might have had to 
share bathroom facilities with males. In one particular instance, 
they had a woman’s sleeping area on a PTSD ward. She was 
housed at one end of the corridor, and the men were all housed at 
the other end. However, her restroom facilities and shower were 
down by the men’s sleeping areas and showering areas. If the sta- 
tion had taken a look at the surroundings, just ten feet from her 
room were shower facilities and restroom facilities that were no 
longer used by the patients and had been turned into staff rest- 
room facilities. All they had to do was change signs on the doors 
from the women’s restrooms to the staff restrooms, and it would 
have been more convenient for the women. 

Mr. Evans. Okay. Many of you said that the VA does not have 
to wait for national health care reform to implement primary care, 
which would be of CTeat benefit, if I understand you, to women vet- 
erans to move to that mode. I know in my own instance that the 
clinic built in Bettendorf, lA, across the river from my district, em- 
phasizes primary care. 

Do you see that trend continuing in VA with the establishment 
of outpatient clinics? And what else should the VA do to go to that 
mode of treatment? 

Mr. Baine. I do not think there is any question, Mr. Chairman, 
that the transition to a primary care system is absolutely essential. 
VA, you know, for years and years has been based on an inpatient 
model in which services are not provided until somebody shows up 
as an inpatient. That has got to change. 
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The rest of medicine heis gone to an outpatient model years and 
years ago, as discussed on several occEisions in testimony about 
VA’s outpatient services. But I do not think there is any question 
but what VA is going to have to go to a primary care model not 
just for women veterans, but for all of its veterans. And the sooner 
it gets there, the better the likelihood is, in my opinion, that it will 
be a leader in the heedth reform environment. 

Jim, do you want to comment? 

Mr. Linz. Part of the problem with the emphasis now on provid- 
ing cancer screening examinations basically ^ough inpatient ceire 
is many patients do not have an inpatient episode for many, many 
years, and so they may miss out on needed cancer screening exami- 
nations. 

But if you switch more toward a primary care model, if you have 
comprehensive eligibility reform, you may reach a lot more women 
a lot sooner. 

Mr. Evans. Let me recognize Minority Counsel for any questions 
she may have. 

Ms. Donahue. No questions, Mr. Chairman. 

Mr. Evans. Well, we thank you for your testimony, and we look 
forward to working with you on these issues. 

Mr. Baine. Thank you, Mr. Chairman. 

Mr. Evans. The next witness is Dr. Susan Mather, the Assistant 
Chief Medical Director for Environmental Medicine and Public 
Health, Department of Veterans Affairs. Dr. Mather, after you are 
situated if you could introduce your associates, we would appre- 
ciate it, and you can then proceed when you are ready. 

STATEMENT OF DR. SUSAN H. MATHER, ASSISTANT CHIEF 
MEDICAL DIRECTOR FOR ENVIRONMENTAL MEDICINE AND 
PUBUC HEALTH, VETERANS HEALTH ADMINISTRATION, DE- 
PARTMENT OF VETERANS AFFAIRS ACCOMPANIED BY JOAN 
A. FUREY, DIRECTOR, WOMEN VETERANS PROGRAM OFFICE; 
LINDA WILSON, DEPUTY REGIONAL MANAGER, READJUST- 
MENT COUNSELING SERVICE; LYNN SMITH, REGIONAL WOM- 
EN’S VETERANS COORDINATOR, SOUTHERN REGION; AND 
MARY LOU KEENER, GENERAL COUNSEL 

STATEMENT OF DR. SUSAN MATHERS 

Dr. Mather. Mr. Chairman, thank you for this opportunity to re- 

E ort on how the Department of Veterans Affairs is addressing 
ealth care needs of women veterans. 

I will summarize my report and ask that it be submitted in full 
for the record. 

I am accompanied today by Ms. Joan Furey, who is the Women 
Veterans Program Officer Director in the Office of Policy and Plan- 
ning; Ms. Linda Wilson, who is the Deputy Re^onal Manager for 
the Reac^ustment Cotmseling Service, Mid-Atlantic Re^on; Ms. 
Lynn Smith, who is the Regional Women Veterans Coordmator for 
the Southern Region; and Ms. Mary Lou Keener, who as you know 
is the General Counsel. 

VA is responding to the health concerns of women vetertuis by 
expanding existing services Euid instituting new programs. In iisc^ 
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year 1993, VA health care facilities provided care to nearly 293,000 
women, an increase of 18,500 or 7 percent over 1992. 

Of that number, there were 16,157 women hospitalized, rep- 
resenting an 8-percent increase. 

While we still need intensive outreach concerning women veter- 
ans’ benefits, particular for women of earlier eras, the word that 
VA is here for them is certainly getting out to the newest of Ameri- 
ca’s women veterans. Among Persian Gulf veterans, where women 
accounted for approximately 7 percent of the forces in country, 8.9 
percent of the outpatients and 7.6 percent of Persian Gulf inpa- 
tients seen in VA facilities are women. 'The proportion is even high- 
er among Persian Gulf era veterans, where 14 percent of both the 
outpatients and the inpatients are women. 

Secretary Brown has committed VA to assuring equal access to 
heedth care for women veterans and making needed improvements 
in women veterans’ health care services. 

I would like briefly to highlight the VA’s expanded services for 
women veterans. Special trauma counseling has been made more 
widely available through augmented staff in 69 vet. centers around 
the country and through the establishment of women veterans’ 
stress treatment teams for VA medical centers. 

'The inpatient program at Palo Alto’s Menlo Park Division for 
women with PTSD has been expanded to include sexual, as well as 
war zone, trauma. 

A national training program on women veterans’ health began 
with an emphasis on training and the diagnosis and treatment of 
sexual trauma and is now expanding into training for women vet- 
eran coordinators in quality assurance and primary care for 
women. 

Eight women veterans’ comprehensive centers have been estab- 
lished, two in each region. Twenty-two full-time women veteran co- 
ordinators have been funded at VAMCs with the heaviest work- 
loads, smd regional women veteran coordinators have been funded 
and are now in place in all four regions and, incidentally, will be 
a great help in monitoring the implementation of the GAO’s rec- 
ommendations. 

The Women Veterans’ Health Program National Steering Com- 
mittee was established in 1992, and strategic plans have been de- 
veloped to implement a variety of educational and informational 
methodologies relating to women veterans’ health. Three issues of 
a national newsletter and a brochure concerning women veterans’ 
health programs, including sexual trauma coimseling services, 
were published and distributed during 1993 and 1994. 

In fiscal year 1993, VA investigators conducted a total of 273 re- 
search projects related to women’s health. Of these, 113 were sup- 
ported by special research funding, and 160 were funded by non- 
VA sources, for a total of over $5 million in research. 

In fiscal year 1994, John Feussner and associates began a re- 
search project entitled Breast Cancer Among Women Veterans, a 
Pilot Feasibility Study. 'This study will serve as a pilot for subse- 
quent efforts to evaluate current primary and secondary prevention 
practice and rehabilitation therapy for breast cancer among women 
veterans. 
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In fiscal year 1994, five VA medical centers plan to form a con- 
sortium to pool their intellectual, financial, and other resources to 
implement the health services studies on women’s health. Each 
center will implement collaborative projects, as well as be a part 
of the consortium. 

In fiscal year 1994, the VA Environmental Epidemiologist Serv- 
ice began a 3-year study of reproductive health outcomes among 
women Vietnam veterans. This study is one of three research 

E rejects being conducted by the department, mandated by I^blic 
.aw 92-272. A mortality study of women Vietnam veterans has 
been completed, and a study of psychological outcomes is under- 


way. 

VA has continued to stress preventive medicine. In fiscal year 

1992, 20,247 women veterans received pap smears through VA, 
and 24,652 pap smears were done in 1993. 

Policy on mammography was established in 1991. In 1992, 
15,964 women veterans received mammograms through the VA. In 

1993, this number rose to 20,963. 

The number of publications issued in 1993 related to women vet- 
erans’ health testified to the high degree of activity in the program. 
Among the most important were one clearly establishing a policy 
that women will be provided reproductive health care and the issu- 
ance of women veterans’ health care guidelines, which address the 
need for improved services to women veterans in the areas of medi- 
cal care, improved environment, the culture, which I think we have 
heard something of today, and outreach. 

Secretary Brown’s commitment to improving the services for 
women veterans was recently underscored when he aimounced the 
appointment of Joan Furey as Director of the newly formed Women 
Veterans Program Office in the department’s Office of Policy and 
Planning. 

Mr. Chairman, although VA has always opened its doors to the 
Nation’s women veterans, the enactment of Public Law 102-585 
and the special funding provided by the Congress in 1992 for im- 
proving women veterans*^ health programs provided a tremendous 
stimulus for improving VA services to women veterans. Increasing 
numbers of women veterans are coming to the VA for services, and 
thousands of dedicated VA stsifT are prepared to provide health euid 
coimseling services to them. 

During this coming year, we plan to further expand services to 
women veterans and intend to make the program improvements 
with special emphasis on improving quality of care. 

I am delighted to be able to bring you this update on what VA 
is doing to provide medical care for women veterans and to in- 
crease knowledge everywhere that women are veterans, too. 

'Thank you. 

Mr. Evans. Thank you, doctor. 

I think it is important to share the good news and the progress 
that has been occurring within the VA, and we appreciate that, and 
in particular, Joan’s appointment to this position, I think, is a very 
important step forward. 

I would like her to take a few moments to explain the position, 
the responsibilities, the authority, the staff, and the resources that 
she has been provided to do this new job. 
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Ms. Furey. Thank you, Mr. Chairman. 

I am really pleased to be able to have the opportunity to talk 
about the Women Veterans Program Office. We are in our begin- 
ning stages. I have been here in Washington about a month, and 
at the current time the program office is situated in the Office of 
Policy and Planning, and I report directly to the Assistant Sec- 
retary and have been working closely with the people in that office, 
the analysts, on beginning to design an agenda to address the 
women veterans’ health care issues. 

Some of the areas that we are particularly focusing on is going 
to be in outreach and education to the women veteran community, 
in general. I have been in touch with Mr. Riggin in the veteran 
service organization area, and we will be sending out an open let- 
ter. We will be working on developing a survey of women veterans 
to find out their perception of their needs and assessments. 

I will be meiking trips. I have a number of speaking engagements 
and will be doing site visits and meet with women veterans in the 
local communities to, again, find out what their experience is re- 
garding accessing services both within VHA and VBA. 

In working with Dr. Mather’s shop, we are updating the brochure 
on benefits for women veterans, and to assure that it is both cur- 
rent and also to be sure that the availability is widespread and dis- 
tributed across both VA facilities and the various other agencies or 
organizations that might come in contact with women veteran. 

In the time that I have been here, I attended the recent homeless 
summit that the VA had. I met with a number of people there who 
are dealing with the issue of homeless women. 

I have met with people in the Department of Labor and talked 
with them about veterans’ employment, et cetera, and I think one 
of the things that we are identifj^g is that even within our com- 
munity facilities, women are not readily asked whether or not they 
are veterans. We seem to do that automatically with men, but we 
do not do that with women, and therefore, they never get to the 
point of being informed of what is available and what their eligi- 
bility is. 

The Department of Labor has a very nice brochure that they 
have done on Hire a Veteran, She’s a Good Investment, and I have 
copies of that, and we will get access to that and hopefully get that 
distributed throughout the system so that we can start our own 
outreach into our local communities. 

So that is just some preliminary ideas of what we will be doing. 
I will have a program assistant. At this point we are in the process 
of developing that description. We have not hired anybody yet, but 
do have access to all the resources of the Office of Policy and Plan- 
ning in developing and implementing this strategic plan. 

I have met with both the Secretary and the Deputy Secretary, 
feel very confident of their commitment to women’s health issues, 
and also having direct access to them should that become nec- 
essary. 

Mr. Evans. The program assistant will be full time? 

Ms. Furey. Yes. 

Mr. Evans. Well, this is a good step forward, and you eu’e an ex- 
cellent choice, I believe, for this position, as well. We wish you the 
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best of luck and hope to hear good words from you in the future 
about how effectively you are able to work within the VA. 

Doctor, according to the GAO, VA has not effectively monitored 
facilities to insure that services for women veterans are improved. 
How do you respond to that general criticism? 

Dr. Mather. Well, I have to accept responsibility for that criti- 
cism. That responsibility is in my snop, and in trymg to be define 
how to use the resources that are available, it seemed more impor- 
tant at the point in time, when I had a h^f of an FTE, to spend 
the energy and the resources that we did have trying to expand 
programs, to getting the word out rather than notifying the hos- 
pitals of the problems with their plans. 

However, I think the planning process is important. My staff has 
been expanded now. I have a full-time person. We have marvelous 
support from the field in the four regional coordinators, and it is 
the plan of the program office centrally to turn those plans over to 
the regional coordinators and allow them to work directly with the 
facilities, and I think this will result in improvement in the plans. 

Mr. Evans. With the provision of these four regional women coor- 
dinators, do you think that is sufficient to start monitoring and re- 
quire — 

Dr. Mather. Well, I think it is a great start. A lot of things you 
have to do in a step-wise fashion, and I think it is a giant step to 
go from half of an FTE in a program office to go to five FTEs dis- 
tributed around the system. 

The centralization-decentralization tension that always exists, I 
think, is best dealt with by this set-up. 

Mr. Evans. If four is not enough, will you come back and tell us? 
Dr. Mather. I will. 

Mr. Evans. I am concerned that it may not be. It is a good step 
forward, again, but I think we will probably need more resources 
dedicated in that area. 

Dr. Mather. Right. I think we will have a better feel for that 
now that the last re^onal coordinator has been appointed within 
the last quarter. I think we will get a better feel for adequacy of 
the four. 

Mr. Evans. Do you view the problem that women veterans are 
facing generally with the VA to be a cultural problem within the 
institution as a whole, and in particular, in loc^ facilities, as well? 

Dr. Mather. I think it varies from hospital to hospital. You know 
the expression: if you have seen one VA hospital, you have seen 
one VA hospital. I think we have heard today there tu-e places 
where it is excellent, where the culture is good, where the support 
is good. All of the facilities are in place. 

There are others where perhaps there are problems with culture, 
and we eire addressing that in the giudelines and trying to bring 
stations around. 

Mr. Evans. Will the VA disseminate so-called best practices to 
facilities, and if so, when would they do that? 

Dr. Mather. At this point, you are referring to practice guide- 
lines? 

Mr. Evans. Yes. 

Dr. Mather. Practice giudehnes are a rather serious and com- 
plex thing to develop. At this point in time, we have not specifically 
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planned practice sidelines. However, we are working on clinical 
indicators for specific services, and maybe Lynn Smith, who is tak- 
ing the lead among the regional coordinators on the clinical indica- 
tors and quality assurance activity would like to make a comment 
on that. 

Ms. Smith. We are developing a reference manual for the coordi- 
nators to use, and one of the chapters or the sections is going to 
be QA, and I think that is real important, and there will be indica- 
tors on what we think quality is. 

National indicators such as data that is new to be provided to 
Congress, how many pap smears we do, mammograms, but more 
than that, we want to do it at the facility level as part of that fol- 
low-up and those kind of issues and mve them models to use, and 
we want to help them with that, and that is a really big step we 
are going to be doing. 

The four regional coordinators are working together to make this 
a national program instead of just a regional program. So we will 
be doing this nationally, and we can measure apples and apples 
and not measure apples and oranges, which is what we have been 
trying to do. 

Mr. Evans. Ms. Smith, you are one of the four regional directors 
who are going to make the local directors accountable. 

Ms. Smith. I am one of the regional coordinators, and I report 
directly to the Regional Director. Was that your question? 

Mr. Evans. Are there any plans for improving women veterans’ 
health care submitted by facilities that were judged to be inad- 
equate? 

Dr. Mather. I think that is our next step, and one of the things 
that we will be doing is distributing copies of the plans that were 
submitted to each of the regional coordinators so that they can 
evaluate where they are now. 

There has been some movement in those areas, and I think we 
will reevaluate that. 

Mr. Evans. According to earlier testimony the reason that some 
facilities were better prepeured and prepositioned to deal with 
women veterans was because of local initiatives, usueilly a local di- 
rector and local staff making the dedicated effort to provide those 
kinds of services. It is important to make svu-e that every facility 
realizes they should be doir^ that, and that the highest level of the 
Department of Veterans Affairs is trying to make sure that they 
imderstand the importemce of that. 

Are you sajdng essentially that at this point in time you are 
going to have them submit reports to the regional directors, and 
then you will be making judgments based on those reports as to 
whether they are adequate or not? 

Dr. Mather. Right, and I think also the regional coordinators 
are able to get out into the field and visit some of the hospitals and 
work with them. Continuous quality improvement is sort of a 
watchword for VA quality assurance activities, and I think that is 
what we are trying to do, to move the stations along where they 
are into a better place. 

For the most part the women’s proCTams have been somewhat 
modest, I think. In the past they have been unwilling to call atten- 
tion to their triumphs, and there have been triumphs out there. We 
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are trying to encourage the regional coordinators to let us know 
about these things. For the most part, people have just gone ahead 
and done their job and have not adve^zed their successes. I would 
like to change l^at. 

Mr. Evans. One witness testifying today indicates that the budg- 
et that has been proposed for the Department of Veterans Affairs 
in the research area will effectively lock out studies that might be 
needed for women veterans’ health care services because it basi- 
cally calls for no new studies. 

Do you find that to be an accurate reading of the budget as far 
as research is concerned? 

Dr. Mather. I am not cleeu* on that. My hope is that women will 
get a fair share, based on the quality of the research performed, 
but I have not had a clear reading on that. 

Mr. Evans. I hope that is something we can monitor, and per- 
haps the women veterans’ program director can take specific inter- 
est in it. 

Let me yield to Minority Counsel. 

Ms. Donohue. Doctor, you say that the VA Advisory Committee 
on Women Veterans has consistently recommended f un ding of full- 
time women veterans’ coordinator positions. Does tMs rec- 
ommendation include full-time positions for each of the 171 VA 
medical centers? 

Dr. Mather. Well, I think they were more general than to say 
each of the 171 hospitals, but they certainly have recommended 
where there is adequate workload that the position be full time. We 
have begun to move in that direction by filnding 22 at the busiest 
hospitals. 

Arid we have an evaluation program in place for that group to 
see if this is the best use of resources. I think one has to ask “If 
you had 172 FTEs, what would be the best use of that to actually 
better improve women’s health care in the facilities?” Perhaps in 
some of the very small facilities a full-time coordinator would not 
be the best use, but I think that is still an open question. 

Ms. Donohue. Do you know if funding for these positions was re- 
quested by the VA in the fiscal year 1995 budget? 

Dr. Mather. The 22 positions will continue as a part of the re- 
curring phase, and I think at this point we will want to see how 
those positions work out, what the improvement in care is in those 
facilities before we request additional funding. 

Ms. Donohue. There su'e currently 22 full-time coordinators. 

Dr. Mather. Yes. 

Ms. Donohue. Under VA policy, those assigned on a part-time 
basis may not devote more them 5 hoxirs per week? 

Dr. Mather. No, 5 hours is the minimum. They may devote more 
time than that. 

Ms. Donohue. In coordinator duties? 

Dr. Mather. If you are appointed as a coordinator, you have to 
be allowed at least 5 hours a week. For some it is more, and I 
think we need to call attention to the fact that at least two hos- 
pitals that I eun aware of, the Bronx and Columbia, Missouri, have 
appointed full-time women veterans coordinators out of local facil- 
ity resources without central funding. 
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So there will be additional coordinators, I think, as their value 
to the system becomes widely known. 

Ms. Donohue. What other responsibilities do these coordinators 
have? 

Dr. Mather. One of the changes that has occurred within the 
last year or so is that we have recommended that coordinators be 
people who are directly involved with providing clinical services to 
women. I think that puts them in a position to understeind what 
is going on within the facility. They will be primarily nurses and 
social workers who will be serving as nurses or social workers 
within the women’s clinic when it meets or be a part of the primary 
care team. 

Some coordinators do work in other capacities, but I think it is 
important that they be involved in the providing of clinical services 
to women. 

Ms. Donohue. Do you think they should be involved in construc- 
tion and renovation? 

Dr. Mather. Oh, yes, yes. I think definitely they need to review 
construction plans for renovation because sometimes they can see 
relatively simple solutions to a problem like simply locating the 
women’s bedrooms near the bathrooms so they do not have to 
traipse up and down the hall past the men’s bedrooms. 

Ms. Donohue. Can you tell us what percentage of medical dol- 
lars are used to provide contract health services for women veter- 
ans? 

Dr. Mather. I do not have that information, but I will try to pro- 
vide it for you for the record. 

(Subsequently, the Department of Veterans Affairs provided the 
following information:) 

The percentage of medical dollars used to provide contract health (fee-basis) serv- 
ices for women veterans represented $6.6 million in fiscal year 1993 (2.8 percent of 
the total for VA). 

Ms. Donohue. Thank you, Mr. Chairman. 

Mr. Evans. Thank you. 

Joan, I might ask you to review also the efficiency of the TAP 
Program in reaching out to women who are still in the Armed 
Forces. We have held hearings in the past and learned that many 
women do not identify themselves as veterans. I think that will be 
important for the Depeirtment of Defense and the VA to make sure 
that early on women are included in that process and learn about 
the availability of benefits and VA medical services. 

Ms. Furey. Let me just make one comment about that, Mr. 
Chairman. I have met with Colonel Longnecker, who is with 
DACOWITS, the Defense Advisory Committee on Women in the 
Service. I will be attending their conference, and that is exactly one 
of the primary issues we talked about, which was to work in some 
kind of collaborative way with the Department of Defense coun- 
selors for women who are either retiring or separating out of the 
service, to be sure that they are aware of their benefits. 

So I certainly concur with that as being a major initiative that 
we are going to focus on. 

Dr. Mather. And VBA has appointed a woman who is respon- 
sible for benefits issues, including TAP and VTAP. 
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Mr. Evans. Doctor, we want to thank you and the panel for testi- 
fying before us. Before the next time we hold a hearing on women 
veterans obviously we are interested in having every medical cen- 
ter developing an adequate plan that is followed up by the local in- 
stitutions with reso\irces from the Department of Veterans Affairs. 

That is our goal and we look forward to it being implemented in 
the near future. 

Dr. Mather. I understand. 

Mr. Evans. Thank you all very much. 

Our fourth panel is conmrised of Bette Davis, John Vitikacs, and 
Dave Gorman. Bette is ih’esident of the Nturses Organization of 
Veterans Affairs. John is Assistant Director, National Veterans Af- 
fairs and Rehabilitation Commission of the American Legion. Dave 
is Deputy National Legislative Director of Disabled American Vet- 
erans. Accompanying him is Pat Bracciale, National Service Offi- 
cer, Detroit, MI. 

Bette, we will start with you. 

STATEMENTS OF BETTE L. DAVIS, PRESIDENT, NURSES ORGA- 
NIZATION OF VETERANS AFFAIRS; JOHN R. VITIKACS, AS- 
SISTANT DIRECTOR, NATIONAL VETERANS AFFAIRS AND RE- 

HABIUTATION COMMISSION, THE AMERICAN LEGION; 

DAVID W. GORMAN, DEPUTY NATIONAL LEGISLATIVE DIREC- 
TOR, DISABLED AMERICAN VETERANS ACCOMPANIED BY 

PATRICIA BRACCIALE, NATIONAL SERVICE OFFICER 

STATEMENT OF BETTE L. DAVIS 

Ms. Davis. Good morning. Mr. Chairman and members of the 
subcommittee, I am Bette L. Davis, clinical nurse specialist at the 
Washin^on, DC, Veterans Affairs Mediced Center and President of 
Nurses Organization of Veterans Affairs. 

Thank you for inviting NOVA to testify today on recent imjjrove- 
ments in health care for women veterans. The seven VA facilities 
contacted by NOVA previously in Jime of 1993 were contacted 
again for today’s testimony. It is professionally rewarding to report 
substantial progress is being made in providing health care serv- 
ices to women veterans. 

Overall, more women veterans are being seen with more services 
offered. TTiere is greater awareness, interaction, and focus on wom- 
en’s health issues in the VA. 

Attempts are being made at each facility to define and evaluate 
standards and procedures for screening, diamosing, and treating 
breast cancer. There are support groups, gender-specific drugs and 
pharmaceutical products and new GiN equipment for a growing 
number of GYN clinics and facilities. 

Many clinics now have their own rooms. A few examples of im- 
provement foUow. 

At one facility, a women’s health clinic is now operational with 
gender-specific appointments, usually made within 2 weeks, as 
compared to a backlog of appointments of 9 to 12 months in June 
of 1993. 

At another facility, a full-time female niirse practitioner is now 
assigned to a GYN and breast clinic, compared to 2 half-days twice 
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a week last fall. GYN appointments used to take 4 to 5 months. 
Now it is one week. 

A non-staff gynecologist is available to the clinic twice a week 
and for GYN surgery, which usually is done in house. The nurse 
practitioner works closely and collaboratively with the gynecologist 
who reviews every record and sees any patient as indicated. 

A half-time position is being requested for a staff saleiried gyne- 
cologist. 

On the down side, however, a new mammography machine and 
new GYN equipment and supplies are in storage. There is no radi- 
ologist in house who can read mammograms. 

A larger GYN clinic room is indicated for the new examining 
table and equipment. The current room is very small with m inim al 
walking space around the examining table. There are two chairs, 
desk, and small cabinets. 

There is no space for teaching or coimseling patients about sexu- 
Eilly transmitted diseases, contraceptives, menopausal rntmage- 
ment, breast exams, et cetera. Most of the women patients seen 
have a primary psychiatric diagnosis and require additional time 
and space. 

In a general medical clinic at another facility where both men 
and women are seen, the current backlog of appointments is one 
year, worse than before. In response, ambulatory care service is 
moving toward a primary care model and preparing primary care 
teams consisting of a staff mix of health care providers to increase 
access to care, decrease walk-ins, and backlog of appointments. 

Lack of female pajamas, rooms, and bat&oom facilities remain 
a problem affecting privacy and security. Local and national edu- 
cation and training programs for staff and veteran consumers have 
been enhanced. Education of staff to increase awareness about spe- 
cial needs of female veterans regarding cognition, response, Euid re- 
sources are underway. 

A multi-disciplinary sexual trauma team is now available in the 
medical centers. Mental health staff is more receptive and better 
informed about veterans with sexual trauma issues. There is less 
trouble admitting women to psychiat^ service. Although some dif- 
ficulties still exist with medic^ administration service relating to 
eligibility, it is less problematic. 

Improved nationtd efforts toward education and commimication 
for women veterans’ coordinators was noted in general by those 
contacted. However, despite improvement, lack of half-time and 
full-time positions remain a problem. 

At the local level, women veteran coordinators’ duties for the 
most part are still on a collateral duty basis and include a broad 
variation in the amount of time, from a few hours a week — 2 to 4— 
allocated for coordinators, or ranging up to a day or two a week. 
There is no big change in that area. 

Some facilities still lack multi-disciplinary representation on 
women advisory committees, such as a female veteran consumer. 

The growing number of women veterans becoming eligible for VA 
health care affect VA’s planning for services, pa^cularly as 
national efforts toward health care reform are added to the picture. 
NOVA thinks it is unrealistic not to do a comprehensive women 
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veterans’ study to define more clearly how VA can develop plans 
to meet health needs of this population. 

We must continue to consider neglected areas of women’s re- 
search, more recently, to the large and growing number of female 
veterans exposed to multiple chemicals which now appear to be af- 
fecting Rouses and children, and to AIDS research for women. 

In nova’s July 2, 1992, testimony before this subcommittee, 
NOVA stated that in the 1990’s, AIDS would be one of the five 
leading causes of death for women in the child-bearing age. AIDS 
is now the primary cause of death among women age 25 to 44 in 
nine m^or United States cities, and is the fourth leading cause na- 
tionwide for women in this age group. About half of all the adults 
who acquire HIV are women for the most part, and it is acquired 
through unprotected heterosexual activity in ages 15 to 24. 

NOVA is concerned that budget cuts and FTE reductions wiU im- 

J )act negatively on progress being made. Loss of funds and staff af- 
ect all services’ budgets and dmivery of care. Therefore, we have 
made the following number of recommendations which were care- 
fully thought out and made by VA nurses and women veterans’ co- 
ordinators contacted by NOVA and they are: 

Development of guidelines for interaction of regional comprehen- 
sive health care centers with other VA medical centers within the 
region; 

Provision of clerical help and MAS support; 

Finer tuning of record keeping and monitoring of work as actual 
numbers do not always match computer numbers; 

Establishment of a clearinghouse for identifying female dis- 
charges from military services and processing service-connected 
rating; 

A more national dissemination of women’s information to local 
VAs, relying less on individual facilities to assume this task; 

And then, as mentioned, more time allotted for duties and re- 
sponsibilities for local women veterans’ coordinators. 

Mr. Chairman and members, NOVA thanks you for the work rep- 
resented in H.R. 3313 and is pleased to support all provisions. 
Thank you. 

[The prepared statement of Ms. Davis appears on p. 142.] 

Mr. Evans. Thank you, Bette. 

John. 


STATEMENT OF JOHN B. VITIKACS 

Mr. VlTIKACS. Good morning, Mr. Chairman. Thank you. 

The American Legion appreciates the continuing efforts of this 
subcommittee to assure that the health care requirements of 
women veterans are being carried out by the Department of Veter- 
ans Affairs in a timely and effective manner. 

Mr. Chairman, the Americein Legion fully supported the enact- 
ment of the Veterans Health Care Act of 1992, Public Law 102- 
585, which included nine relevant sections addressing women vet- 
erans’ health care. 

We also support H.R. 3313 passed by the full House, which 
would make certain improvements to Pubfic Law 102-585. 

We believe there has been noticeable improvements made toward 
the provision of female health care services in VA over the past 
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several years. Due to the mandates of Public Law 102-585 and 
other actions, VA Central Office management has demonstrated a 
high level of commitment to furthering the provision of health care 
services for women veterans. 

We wish this level of commitment was equally demonstrated 
throughout all VA facilities. 

Mr. Chairman, VA is now spending nearly $12 million annually 
for the direct support of women veterans’ health care programs. Aa 
the requirements for the further development of these programs in- 
crease, so too will the programs’ resource base need expemsion. It 
is difficult to build a proper foundation for a new program by shift- 
ing resources from other already underfunded programs. 

Based on our discussions with VA field personnel, we believe the 
number of funded women veterans’ coordinator positions must be 
increased to establish additional women veterans’ comprehensive 
heailth care centers and to provide continuing outreach to women 
veterans. 

Also, enactment of national health care reform could increase VA 
women veterans’ workload and require VA to provide care to fe- 
male dependents of veterans. 

Mr. Chairman, VA must not only strengthen its current services 
to women veterans and be more consumer oriented, but also pre- 
pare for a possible increased role in treating female veterans and 
dependents. 

The American Legion has several recommendations with regard 
to the advancement of women veterans’ health care within VA, and 
they are: 

One, criteria must be developed to further the expansion of 
women veterans’ health care clinics throughout the Veterans’ 
Health Administration. 

Two, with regard to impending health care reform and its pos- 
sible impact on VA, an updated mau'ket research study of women 
veterans’ health care services within VA and the prevailing atti- 
tudes of both mede and female veterans toward the VA medical 
care system must be accomplished. 

We believe that while VA is undertaking great efforts to improve 
or, rather, to develop a health reform implementation plan, the 
greatest source of reliable information will come from the system’s 
current and potential users. 

Three, we believe that the current 2-year limitation on sexual 
trauma coimseling from the date of military discharge should be 
lifted. We strongly believe that an open-ended time frame would 
best address the needs of sexual trauma victims. 

Four, as the Veterans’ Health Administration moves to 
reconfigure its four regional offices to 16 veteran service areas, we 
recommend that VA’s special commitment to the women veterans’ 
coordinator progreun is preserved. 

And, five, a distinct women veterans’ decentralized hospital com- 
puter program package would greatly improve current database re- 
porting requirements and quality assurance activities. 

Mr. Chairman, the American Legion looks forward to working 
with the subcommittee in the future in order to protect and pro- 
mote further development of VA’s women veterans’ health care pro- 
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grams. We thank you for the opportunity to present our views 
tod^, and that concludes our statement. 

[The prepared statement of Mr. Vitikacs appears on p. 149.] 

Mr. Evans. Thank you, John. 

Dave. 


STATEMENT OF DAVID W. GORMAN 

Mr. Gorman. Thank you, Mr. Chairman. Good morning. 

Before I begin, if I may, I would like to introduce sitting on my 
left Ms. Pat Bracciale, who is a national service officer in uie DAV 
National Service Office in Detroit, MI, and with your permission, 
Mr. Chairmjui, I would like to go ahead and make some comments 
from my prepared statement and then turn it over to Pat to share 
some 01 her perspectives about women’s health care with you. 

Mr. Evans. The subcommittee welcomes your comments. 

Mr. Gorman. I would say that it is a pleasure to be here. I think 
some of the testimony we have heard this morning has been reflec- 
tive of what we have really heard about women’s health care over 
the years, and it is certainly nothing new to this subcommittee, nor 
is it anything new to the veterans’ service organizations. 

I aCTee wholeheartedly with what Mr. Baine had to say and Mr. 
Trodden had to say as far as VA Central Office seemingly to have 
put out enough regulations and directives to the fiela regarding 
what has to be done regarding women’s health care, but the prob- 
lem seems to lie in the field as far as accountability of field man- 
agers to make those directives happen. 

At this point, Mr. Chairman, tne DAV would commend the Sec- 
retary of Veterans Affairs, Jesse Brown, for the actions he has 
taken to further the cause of women’s health care within the VA, 
and also for establishing the position of woman veterans’ program 
coordinator at VA Central Office. Clearly this is long overdue. 

Ms. Joan Furey, recently appointed to that position, is a nation- 
ally recognized expert in the area of women’s health care and spe- 
cifically in the area of counseling and treatment of veterans experi- 
encing PTSD. 

Another vitally important attribute that Ms. Furey brings to this 
position is her nationally recognized position as an outspoken advo- 
cate for veterans. Joan is a long time friend of the DAV, and it 
gives us great pleasure to welcome her to her new position, to wish 
her the best of luck, and pledge to her, Secretary Brown, and Dep- 
uty Secretary Gober the DAY’S assistance in any way possible to 
make our shared goal of providing quality, timely and compas- 
sionate medical care service to women veterans a re^ity. 

Mr. ChairmEui, at this point I would mention what is really a 
continuation of the DAVs deep concern about the unique problems 
facing women veterans and inform you the DAV will be hosting a 
woman veterans’ health ceu’e forum at our national service and leg- 
islative headquarters, scheduled for May 25, 1994. 

The main purpose of our forum, winch is being designed by a 
DAV woman veterans’ advisory committee, is to bring top execu- 
tives and legislative branch officials face to face with women veter- 
ans to develop short and long-term solutions to a variety of prob- 
lems affecting VA’s delivery of health care services to this growing 
segment of the veteran population. 
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The DAV woman veterans’ advisory committee has met to dis- 
cuss the general issues of interest that need to be addressed and 
the tentative process needed to develop a consensus building proc- 
ess to proactively address those issues. 

Our committee felt it desirable to confine the 1-day forum to a 
broad issue of women’s health care. Some of the concerns identified 
that will be addressed include sensitivity to gender-specific needs, 
imiformity of quality service delivery, standard common evalua- 
tions of services rendered, a visibility or outreach ceunpaign, valida- 
tion of female veterans, and systemic behavioral mraification re- 
quired of the VA. 

Our committee has identified specific issues, Mr. Chairman, im- 
pacting women veterans in their quest to receive timely, quality 
and compassionate health care from the VA. Some of those identi- 
fied are access to care, quality of care, safety issues, privacy issues, 
sexual trauma intervention, and post-traumatic stress disorder. 

It is our every intention to conduct the forum in a proactive, ac- 
tion oriented manner. Our forum will be one of participation, Mr. 
Chairman. All attendees will be requested to come to the forum 
prepared to discuss in a work group setting specific predetermined 
mterests of concern. 

Our work groups will brainstorm, if you will, the issue toward 
the goal of reaching consensual agreement as to the necessary and 
desired action steps required to proactively address the issue. 

Mr. Chairman, we are excited about the opportunity the forum 
will present to bring together individuals recognized as experts in 
the field of women’s health care. We anticipate the participants, to 
consist of individuals from VA Central Office, the field, VA medical 
centers, the Department of Defense, Department of Labor, staff 
from the Veterans’ Affairs Committees and other interested Hill 
staff, as well as the various veterans’ service organizations, women 
advocacy groups, and of course, and most importantly, women vet- 
erans. 

It is our belief and desire that by bringing together such a diver- 
gent group of individuals committed to active participation and dis- 
cussion of the issues that we will be able to develop a proactive 
agenda with desired solutions and outcomes that wul in the end 
benefit the way health care is provided to eligible women veterans. 

With that, Mr. Chairman, if I may, I would like to introduce to 
you Pat Bracciale from our Detroit office. Pat is an Army veteran 
having served fi'om 1967 to 1976 with a tour of duly in Thailand 
tEiking care of battlefield caisualties fi'om Vietnam. She worked for 
the Department of Defense for 5 years before ^oing to work in med- 
ical administration for the Veterans’ Administration, which tiiat 
employment lasted 7 years. 

Her current position eis a DAV NSO commenced in 1990 with her 
training in our Detroit office, and she continues in that position 
today. So if I may, I will let Pat go ahead, Mr. Chairman, to de- 
scribe her perspectives on a day-to-day basis in trying to deal with 
the issue of women’s health care. 

Mr. Evans. Pat, Welcome to the committee. You may proceed. 

Ms. Bracciale. Thank you, sir. 

As stated by Mr. Gorman, I am also appreciative of the oppor- 
tunity to testify before toda/s subcommittee. I have listened with 
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great interest to the preceding speakers and their comments rel- 
ative to today’s issues. 

In my personal experience as a national service officer with the 
DAV dealing with women veterans and my own personal experi- 
ence as a service-connected disabled veteran who utilizes the VA 
health care system on an almost exclusive basis, I must concur 
with Mr. Gorman’s presentation the current GAO report and other 
testimony presented today that the VA health care system has 
made definite attempts to improve their service of quality and 
quantity to women veterans, for which these women are very grate- 
ful. We are very appreciative of the items that the VA has been 
able to address, for example, accessibility of supplies and toiletries 
and clothing from the canteen system and the medications that had 
previously not been available to them for their gender-specific 
needs. 

There are quite a few success stories that are available out there, 
but unfortunately these success stories for women veterans are 
usually because of the dogged determination of national service of- 
ficers and hospital service coordinators at the medical facilities who 
are determined to make the system work for these women veterans 
when they are available and do access and use the VA medical 
treatment facilities. 

However, there is stiU more that needs to be done. I, in my expe- 
rience and contact with dealing with women veterans, stiU hear, 
feel, and try to ameliorate problems and complaints from women 
veterans relative to the VA health care system that are the same 
as the problems and complaints prior to the enactment of Public 
Law 102-585 in November of 1992. 

These women still have difficulties accessing VA health care. Re- 
cently one service connected disabled female veteran who was al- 
ready a user of the VA health care system attempted to obtain out- 
patient treatment at a VA facility that was not her normal treat- 
ment facility. Even with her service-connected VA medical card 
from her primaiy treatment facility, she encountered so much ad- 
ministrative difficulty being picked up by that facility that she fi- 
nally just gave up and left without getting treatment and went 
back to her original treatment facility which was not readily acces- 
sible to her at that point, and it was an emergency type situation. 

Those kinds of conditions are deplorable for femme veterans. 
'They expect and they deserve better in some of the instances that 
do occur to them. 

If the VA health care system cannot be user fnendly for these 
women veterans already a part of the system, it is no wonder we 
still hear and try to assist women veterans with their accessibility 
to VA health care on a regular and ongoing basis. 

Also, safety and privacy issues still remain a major bulk of the 
problems I have encountered from women veterans smd their deal- 
ings with the VA health care system. I listened with interest to the 
GAO report of funds used for the purpose of obtaining privacy cur- 
tains around the exam tables. No amoimt of money made available 
to the VA health cme system to correct these deficiencies wiU help 
to improve these privacy issues if they are not utilized. 

I had one very distraught service-connected disabled veteran who 
went to the emergency room at the VA medical facility for her serv- 
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ice-connected condition. She was having extreme pain and projec- 
tile vomiting. She was service-connected for a peptic ulcer disease 
and went to the VA facility because of her very severe distress. 

When she got there, during the examination, evaluation and 
treatment in that emergency room setting she experienced no cur- 
tains being pulled to separate her from a male veteran already in 
the emergency room on another gurney awaiting treatment and 
evaluation for his emergency symptoms. Her clothing was ytinked 
up and down to exposure her entire abdominal area and pubic area 
for evaluation and examination purposes, and the entrance door to 
the emergency room treatment area was left wide open, exposing 
her to not only the male veteran on the adjoining ^mey, but also 
to the passers-by on the outside walkway. Obviously this was very 
distressing to her and her service-connected disabled veteran 
spouse. 

Other examples that I have encountered are no dressing rooms 
in the x ray department for patients, period, and when a female 
veteran comes in for a diagnostic x ray, she is shuffled off to a va- 
cant X ray room with a floor to ceiling window with no curtains or 
shades for her to change and make herself prepared for the x ray 
evaluation. 

If we are to make the VA health care system user friendly for 
women veterans, the VA must take a common sense approach to 
the treatment of these veterans and there must be accoimtability 
of facility directors. For many of the women that contact us, the 
episode has already passed and there is no way to ameliorate that 
situation. We advise them to do a written formal report to the hos- 
pital director of that facility, requesting a written response in re- 
turn as to what action was taken. Unfortvmately even in a personal 
experience that I encountered where I submitted a formal inquiry 
over 8 months ago, I have still not received a written response from 
the hospital director as to the results of that inquiry, and most of 
the female veterans that I have requested do this have also not re- 
ceived written responses. 

Therefore, even this attempt to make hospital directors account- 
able for the actions of the employees imder their supervision has 
been fruitless. 

Most female veterans that I have encoxmtered are more than 
willing to work within the system and tolerate those inconven- 
iences that they would not encounter in a civilian sector hospital 
health care system, but the bottom line to all of their difficulties 
usually remains they want and need the same accessibility and 
quality of care eis their male counterparts in the health care system 
and the consideration on a routine basis of their specific needs as 
women veterans. 

Their final statements usuEilly equate to “do unto us what you 
would want and expect done xmto you." 

Thank you for allowing me to be here today. 

Mr. Evans. Thank you, Patricia. 

We thank you all, and, Dave, I want to salute the DAV for the 
conference you will hold on women’s health care. I think it is very 
important and you are helping us blaze some trails with it. So we 
appreciate it very much and look forward to hearing from the peo- 
ple that participate in it. 
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The four regional women veterans coordinators will each be 
working to improve services at the local facilities in her region. If 
each of them had roughly the same number of medical centers, 
then each regional coordmator would be responsible for, in the 
range of 40 or so facilities, not counting independent outpatient 
clinics. 

Do you all think this is sufficient resources for us to not only de- 
velop plans for women’s health care in those institutions, but make 
sure those plans are implemented and enforced? 

Mr. Gorman. Probably not, Mr. Chairman. I think outreach 
seems to be one of the main deficiencies that the VA has. Some 
have pointed to only about 9 percent of all veterans ever using the 
VA, and I would think that the percentage of women using the VA 
services is far less than that, and it is probably because they do 
not know they are entitled to the services, but once they do, they 
are more than willing and happy to come in and get them in the 
majority of cases. 

I think outreach is a continuing effort that needs to be made not 
by one person or one function or one office within the VA, but it’s 
a continuing process within the system itself, with the individual 
facilities, and with the veterans’ services organizations. 

We need to be more aware of that and to practice this a lot more. 

Mr. ViTiKACS. Mr. Chairman, I would agree with Mr. Gorman. 
Forty facilities for one coordinator position does not really provide 
sufficient time not only for outreach, but for follow-up surveys of 
treatment rendered and problems encountered, and also the women 
veteran coordinators are probably in the best position to be aware 
of what deficiencies there are at particular hospitals or outpatient 
clinics, and I would think that being in that position, they can 
identify those concerns and pass them back through the regions 
£md back to Central Office. 

It seems to me that enforcement of remilations and guidelines is 
one of the major problems out there. So by going to 16 VSAs, these 
four coordinator positions reedly should be increased and the re- 
sponsibilities per position reduced. 

Ms. Davis. NOVA concurs with the previous comments, and I 
think our recommendation as outlined in our testimony would sup- 
port the need for more than one full-time coordinator in each re- 
gion. 

Mr. Evans. Regarding the women veterans’ program office that 
has been set up, is that sufficient in its scope and its authority and 
its resources to do a good job or do we need, as Congresswoman 
Waters has suggested, a women’s bureau with more authority and 
more resources? 

Mr. VlTiKACS. Mr. ChairmEin, I would have to defer einswering 
that because it is probably, in estimation, too soon yet to really 
make an accurate appraisal. Give us I would say a few more 
months of experience and maybe have a better answer for that, but 
maybe my other colleagues may have other insights into that issue. 

Mr. Gorman. I really do not know what the expectations are of 
that office, Mr. Chairman, as far as direct access and accoimtability 
to the Secretary. I think that is vital. 

Again, the issue of accountability seems to be the pitfall that we 
run into whenever we talk about any of these programs. The best 
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laid plans and the well-intentioned people that seem to be trying 
to implement these things all go for naught if there is no account- 
ability by the provider of services and the deliverer of services. 

I would hope that office has direct access to the Secreta^ and 
that there is going to be an accountability factor involved. If not, 
then I would mink we would have to look at something that would, 
in fact, put that in place. Perhaps Ms. Waters’ legislation may be 
the vehicle down the road that we would have to look at. 

Ms. Davis. NOVA is pleased that there is now an office with a 
director and with the appointment of Jotm Furey. I am not familiar 
with the scope of the responsibility or expectations at this point 
and also would support any recommendations coming from that 
office. 

Mr. Evans. Minority counsel? 

Ms. Donohue. No questions. 

Mr. Evans. Thank you all very much. NOVA is very important 
to us as providers and veterans’ service organizations as represent- 
atives of those patients that use the VA hospitals. Your testimony 
is very valuable to us. Thank you very much. 

The members of our final witness panel are Linda Schwartz, 
Terry Grandison and Dennis Gullinan. Linda is Chair of the Viet- 
nam Veterans of America’s Veterans Affairs Committee and Special 
Committee on Women Veterans. She has testified at virtually every 
hearing we have had on women veterans, if I am correct. 

Terry is the Associate Legislative Director of Paralyzed Veterans 
of American. 

Dennis is Deputy Director of National Legislative Service of the 
Veterans of Foreign Wars. We will start, Linda, with you once you 
are ready. 

STATEMENTS OF LINDA SCHWARTZ, CHAIR, VIETNAM VETER- 

ANS OF AMERICAN VETERANS AFFAIRS COMMITTEE AND 

SPECIAL COMMITTEE ON WOMEN VETERANS; TERRY 

GRANDISON, ASSOCIATE LEGISLATIVE DIRECTOR, PARA- 
LYZED VETERANS OF AMERICA; AND DENNIS CULLINAN, 

DEPUTY DIRECTOR, NATIONAL LEGISLATIVE SERVICE, VET- 
ERANS OF FOREIGN WARS OF THE U.S. 

STATEMENT OF LINDA SCHWARTZ 

Ms. Schwartz. Good morning, Mr. Chairman. 

My name is Linda Schwartz. I am the Chair of the Veterans Af- 
fairs Committee for Vietnam Veterans of America, and I have 
chaired their Women Veterans Committee for the last 4 years. 

I am also a disabled veteran, and I do use VA services. 

I would first like to say that we are greatly heartened by the ac- 
tion of Secretary Brown in appointing Joan Furey, and to create 
this office of women veterein programs within the VA. 

For years we have noted tiiat as we have come to this table we 
have again and again recoimted the same kinds of problems that 
we have also heard today. One of the issues that we have ad- 
dressed is that there is no accountability. 

Oxir greatest hope is that with this creation and with Joan Furey 
we will see improvements and accountabilily for the first time com- 
ing to this table. I know because Joan Furey is there that we are 
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going to see some changes, and I hope that we will be able to give 
her the power that she needs to make those changes. 

One of the things that I would really like to bring to the atten- 
tion of the committee, and more or less as a prelude to our endorse- 
ment of Congresswoman Waters’ H.R. 3013, is the fact that if we 
look over the history of some of the initiatives that this Congress 
has passed we see them unfulfilled. For example, in 1982 this com- 
mittee and the Congress asked the VA to include women veterans 
in all research projects that they had, and that has not happened 
imtil just presently. I was greatly heartened by Dr. Mathers testi- 
mony in which she talked about the various research projects that 
are going on for women veterans. But, you know, that is 8 years 
later. 

The second thing is the VA Advisory Committee on Women Vet- 
erans. This is a congressionallv mandated committee, and for 18 
months they did not meet at all. They are supposed to provide you 
with a report. They did not meet at afl. 

There are other VA advisory committees that were not mandated 
by Congress. They met. Why didn’t the VA Women’s Advisory Com- 
mittee meet? 

So our suggestion is that if we have this office, that you are 
going to have to provide this Director with power. Not only to 
women veterans’ issues transcend the health care side of the house, 
but we also have veterans’ benefits, and other women veterans is- 
sues. We are looking into the fact that there are also provisions at 
the Department of Labor for women veterans. One of the things 
that we addressed in our written statement is that DOL is man- 
dated to do a survey of Vietnam era veterans, for the imemploy- 
ment figures. A funny thing is that they are doing that, but they 
are not including women vetereins. One of the things that we know 
from some of the older studies, for example, Lou Harris in 1985 
studied women veterans who were in the post-Vietnam era and 
Vietnam era, is that one of the biggest problems they were having 
was finding a job. 

With the unemployment in this country within the veteran popu- 
lation, it is important that Joan Purey also be able to go over to 
DOL and ask them why they sire not doing that or help them to 
devise a survey that is meaningful and will provide the answers 
that this Congress needs to proceed. 

Probably one of the things I think I have brought up every single 
time I have come here is that in 1986 this Congress, in the name 
of the people of America, passed a law saying that we should have 
a study of the effects of herbicides on women who served in Viet- 
nam. Not only did Congress do that; they also funded it. 

But for years that has not happened. There was a flicker of hope 
for the women who served in Vietnam, and now it is almost getting 
to be too late. Now what we actually need is a look at the hejilth 
care needs of all women veterans so that this VA can plan as we 
move to the 21st Century what will be the needs of women 
veterans. 

I have suggested to this committee, and I will suggest again, that 
one of the most cost effective ways of doing that is to go in with 
the Health and Human Services, develop a survey of questions to 
be included in all studies of women veterans that do look into mili- 
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tary service. Then we can see if they are different thsm other 
women who are in the general population. 

I think one of the more outrageous things that happened wsis 
Congress passed a law creating the Office of Women Veterans and 
Minorities within VA, and for about 18 months no one knew where 
that was or there was no one assigned to do that. There was no 
one assigned to take that place. People at the VA did not even 
know what it was supposed to do, but it was the Office of Minori- 
ties and Women. 

That is one of the things I think that brings me to the point 
where I believe we have to have this office of women veterans or 
bureau of women veterans just as put forth in H.R. 3013. That is 
what we need, direct access to the Secretary. 

I believe that we would be derelict in our advocacy if we did not 
insist on legislative authority to insure that never again will Amer- 
ica’s women veterans have to beg for complete physicals or ade- 
quate privacy or for recognition for their service to this Nation. 

We support H.R. 3013, and we want to publicly thank Congress- 
womem Waters and you, Mr. Chairman, for taking the initiative to 
introduce this legislation, because I believe we need to strengthen 
the position. We need to have something that we will know is effec- 
tive from time and time again. I see that my time is almost up, but 
I hope you will let me finish this. I believe that Secretary Brown 
is on the side of the veterans, but there may be a day when he is 
not going to be the Secretary. I think this Congress needs to insure 
now and for the future that women veterans are taken care of ade- 
quately. 

This will send a clear message that you no longer will tolerate 
the indifference, the disregard, and the lack of accountability on 
the part of the department to actually implement the things that 
you have created and legislated, because it is a lot of work to get 
a piece of legislation through. 

And more than emything else, Mr. Chairman, whatever this Con- 
gress is willing to legislate and regulate for all the rest of the 
heedth care of America, what you are willing to legislate and fund 
and regulate for the VA is a real reflection of yoxir values. 

Thank you. 

[The prepared statement of Ms. Schwartz appears on p. 158.] 

Mr. Evans. Terry. 

STATEMENT OF TERRY GRANDISON 

Mr. Grandison. Mr. Chairman and members of the subcommit- 
tee, on behalf of the Paralyzed Veterans of America, it is an honor 
to participate in today’s hearing. 

There has been a significant increase in the number of women 
serving in the United States Armed Forces. Correspondingly, there 
has been a substantied increase in the number of women veterans. 

The 1990 census identified 1.2 million women vetertms, compris- 
ing 4.5 percent of the veteran population. The dramatic increase in 
women veterans presents the VA with an unparalleled challenge to 
meet the specialized health care needs of women veterans in what 
has historically been a male oriented health care system. 
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In addition, the VA faces the imminent challenge of national 
health care reform, which could have a profound effect on the 
structure of and the services within the VA system. 

Mr. Chairman, if the VA is to compete successfully in a reformed 
health care system, VA health care facilities must be equipped and 
prepared to afford women veterans, as well as dependents of veter- 
ans who may soon be eligible for VA medical care, comprehensive 
health care services. Otherwise the VA stands the real risk of los- 
ing a substantial portion of its market share to other health care 
providers. 

It is incumbent upon the VA to provide eligible women veterans 
and dependents timely, appropriate, gender-specific health care 
services. Although women represent 4.5 percent of the veteran pop- 
ulation, they m^e up only 2.4 percent of all VA discharges. Why 
aren’t women veterans seeking health care at the same rate as 
their male counterparts? 

The reasons are multiple. First, women are unaware of the VA 
services available to them. 

Second, eligibility status is even more confounding for female 
than for male veterans. 

Third, women perceive the system as one oriented solely towards 
the needs of men. 

And, finally, VA has not done enough outreach to women veter- 
ans to inform them of their eligibility and of the services they now 
provide. 

PVA believes outreach efforts will help VA medical centers iden- 
tify women’s needs for services and provide information that is crit- 
ical to VA managers in deciding how best to provide women’s serv- 
ices. PVA strongly believes that assessing women’s health care on 
current utilization rates is unreliable and likely to yield a gross un- 
derestimate of actual need. 

VA must first make the effort to educate women veterans about 
their benefits before deciding that women simply do not use VA 
services enough to warrant the purchase of equipment or enhance 
the avEiilability of women’s clinics. This argument of lack of de- 
mand, which VA continues to use, is circular. Women will not come 
to a service that is not accessible and cannot fulfill their needs. 
Women will not come to a service they believe they lack eligibility 
for or that they are not aware exists. 

VA medical centers must make a concerted effort to examine ac- 
tual need among women veterans in their service areas before they 
justify not providing in-house services. 

The climate seems ripe to make significant improvements in 
health care delivery to all veterans. Meaningful debate about 
health care reform has spurred both women and veterans heedth 
advocates to action. VA has an important and continuing role to 
play in the provision of health care, research and education in the 
Nation’s he^th care system. Women are a growing part of VA’s pa- 
tient base. To ignore them would be to spurn a meaningful strate- 
gic plan for VA’s future. 

Women, a long neglected group even among veterans, should be 
among the first to share in the benefits firom our new resolve to 
create a better health care system for all veterans. 
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Mr. Chairman, that concludes my testimony. I will be happy to 
answer any questions that I can. 

[The prepared statement of Mr. Grandison appears on p. 164.] 

Mr. Evans. Terry, thank you. 

Dennis. 

STATEMENT OF DENNIS CULLINAN 

Mr. CULLINAN. Thank you very much, Mr. Chairman. 

To begin, I would like to thank you for conducting toda/s very 
important hearing regarding the VA responsiveness to women vet- 
erans and for including the VFW in this endeavor. 

Today’s discussion well reflects the objectives and concerns of the 
Veterans of Foreign Wars. So I’m just going to briefly touch upon 
some of the points in our written statement. 

The VFW acknowledges that improvements have been made by 
the Department of Veterans Affairs in this regard. There are now 
labs investigating gender-specific issues. There are clinics providing 
care to women veterans, long overdue, but at last this is underway, 
an appropriate step. 

VA is at long last compiling statistics on women veterans, and 
this should better enable them to better provide for women veter- 
2 U 1 S into the future. It is my imderstanaing that mammography 
services are available at major VA medical centers throughout the 
country, and it would seem that VA is at long last addressing the 
privacy issue. As was mentioned here today on numerous occasions, 
it is far from resolved, but they are moving in the right direction. 

We still have concerns, however. 'The first and foremost would be 
inadequate funding, and that is VA-wide, and ^ven that special at- 
tention to women veterans within VA is still in the nascent stage, 
it stands to reason that that could suffer the most in this kind of 
environment. This, of course, includes the cuts in research. It was 
asserted earlier today that research into women veterans will at 
least be funded on a proportional basis as far as other types of re- 
search that VA is vmdertEiking. Again, we find this to be question- 
able, and even if it is so, a proportional share of not enough is still 
not enough. So, again, we are concerned about that. 

And we Me worried, too, that the women veterans’ issue may be- 
come lost in the reorganization or decentralization shuffle. VA is 
decentralizing its power right now, and this could prove to be a 
boon. It could prove to be a true advantage in many areas because 
at along last VA administrators and managers at the local level 
will be pven the power they need to take proper measures. 

But then, again, in Em area where there is, say, some built-in re- 
sistance to appropriate chEmge, it could prove to be problematic. So 
I think that tMs is something that has to be monitored. 

VFW Eilso believes that l^slation is still in order. As you know, 
the VFW has supported H.R. 3013, and mven the years of neglect 
with respect to women veterans within VA, lemslation is in order. 
Sexual ttauma is one of the issues that we do not think will be 
properly addressed or may not be properly addressed without legis- 
lative remedies. 

But in the final ansdysis, we eiIso believe that what it boils down 
to is managerial initiatives. Certain privacy issues, providing a 
woman with a private dressing room, being more sensitive to gen- 
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der-specific needs, these are things that really do not lend them- 
selves to proper remedy through legislation, through legal fiat. 
Really what we need is sensitivity on the local level. We need for 
the VA managers to get out there and do the right thing, and thev 
need, of course, in some instances to be encouraged in mis regard. 

But the bottom line is managerial initiative, and the whole prob- 
lem is not going to be solved by lemslation alone. 

With respect to the provision of care to women veterans by VA, 
there has been a problem with practice and there is a correspond- 
ing problem, and both of these have to be remedied simultaneously 
if VA is to truly appropriately and properly address women veter- 
ans’ issues. 

Mr. Chairman, that concludes my statement. Thank you. 

[The prepared statement of Mr. Cullinan appears on p. 172.] 

Mr. Evans. Thank you. 

Linda, first, I have encouraged NIH to identify veterans’ status 
of women who have participated in research. Unfortunately ttieir 
initial response basic^ly citing the Privacy Act and the Paperwork 
Reduction Act has been imfavorable, but I am going to continue to 
press them to adopt that kind of approach that you nave advocated. 

Terry, next month the subcommittee plans to conduct a hearing 
on veterans’ perceptions of VA health care. 'The General Accounting 
Office is expected to present testimony on the results of focus 
groups which it has conducted, £ind we look forward to PVA partici- 
pating in the hearing and to reporting on the results of the focus 
groups which we imderstand you have conducted. 

We know Linda’s views on the proposed women’s bureau. Would 
either of you two have a position on it in terms of whether the new 
office created by the Secretary has sufficient authority to bring 
these issues to the CTeater attention of the Secretary? 

Mr. Grandison. Mr. Chairman, I have not had the time to really 
analyze the comprehensive nature of that department, but based 
on what I have heard today, it is a great step forward. I think that 
this is what is needed to make those initial steps, to place women’s 
heEilth care issues on a higher priority. 

Mr. Cullinan. Mr. Chairman, the VFW would agree. As long as 
there is a direct line of communication with the Secretary him or 
herself in the future, it should work. The word accoimtability was 
used earlier today. I do not want to come across as if we t hink a 
stick needs to be held over the head VA-wide to do the right thing, 
but nonetheless there has to be a sense of accountability for the 
thing to work. 

Whether the office is ^oing to succeed or not, that remains to be 
seen, but it’s an appropriate step. 

Mr. Evans. Do you think it is likely that four regional women 
veterans’ coordinators cein deal with the various hospitals and out- 
patient clinics in an effective manner? 

Mr. Cullinan. It seems like they are being spread a little bit 
thin on that, but I do not know, to be frank with you, what kind 
of back-up staff they have and how smooth and fluid the line of 
communication is going to be. A lot hinges on that. They do not 
have any resources. 

Mr. Grandison. Mr. Chairman, may I add on the issue of women 
veterans’ coordinator, PVA and its independent budget co-authors. 
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have recommended that the VA add 50 additional women veterans’ 
coordinators, because we really believe that the veteran coordina- 
tors would basically serve as a great liaison for women veterans, 
and would also function in the capacity of monitoring certain con- 
cerns, such as privacy standards, and serve as a conduit to direct 
women to different providers services in house, as well as outside 
the VA. 

So we think that we need more. We certainly need more to really 
make this work. 

Ms. Schwartz. Mr. Chairman, Vietnam Veterans of America has 
for several years endorsed the concept that what you need to do is 
to dedicate women veteran coordinators for a period of about 2 
years; that you have these folks in the field actually on probably 
a missionary mission to try to raise the consciousness of the people 
in the field and all of the hospitals, and to really actually turn the 
comer to begin to plan and help develop all the things that need 
to be done to have adequate health care for women veterans and 
adequate access for women veterans. 

Then at the end of 2 years to assess whether you actually really 
need that because I sense that what we’ve heard today is that, 
while there are a lot of good programs in the VA, we really need 
to transport those to other places so people know how they work. 
The most cost effective way to do that would be to have women vet- 
eran coordinators. We believe 2 years would be enough to really 
turn this aroimd. 

Mr. Evans. Minority counsel. 

Ms. Donohue. To each of you, if you would please, would you 
agree that the problems with the establishment of women’s health 
programs throughout the VA system lies in the inability of hospital 
administrators to overcome the prevailing culture? 

Mr. CULLINAN. In a sense that is true, but the prevailing culture 
exists because women have not had access to the system through 
the years, nor have they come into the system. Again, it is a kind 
of circular kind of problem, not argument, but problem, and it is 
our assessment that as women are invited into the system, come 
into the system, and these hospital managers are being provided 
the centralized authority, that they should be able to act upon it 
in an appropriate manner. 

It is a problem that has perpetuated itself, and we think now the 
means are in place for it to be properly resolved. 

Mr. Grandison. I think that you can bifurcate that question, and 
I think, yes, there is administrative inertia there to prevail over 
the existing culture, but at the same time, we have to look at it 
systemically. We are looking at a system that has historicaUy been 
for men, and I think the leadership, Eind I think Secretary Brown 
has really initiated such leadership, has to come from the top down 
to get to the VA managers and administrators, to beisically stress 
the point that, at this time in the VA’s history, VA will begin to 
actually meet the medical needs of women veterans, not 
fragmentedly or sporadically, but meet their needs in a comprehen- 
sive manner. 

Yes, there is a problem with the management culture, but there 
is a systemic problem which has to be addressed from the highest 
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parts or segments of the VA administration to address it and to re- 
solve ineqiiitable treatment or services in the VA. 

I would like to add also, again, if proper outreach has not been 
done and women are not being told or informed of the services 
being offered to them. If this is not corrected, we will never get 
over the hurdle of actually seeing women come into the system. So 
without that data, we cannot honestly measure the actual needs of 
women veterans. 

We have to, in essence, put the horse first, ahead of the buggy, 
and take that type of approach, defining what are the real needs 
of women veterans out here, and once we find those needs, I think 
we can go on to the next step of turning this culture around. 

Ms. Schwartz. Today we have heard some people talk about pri- 
vacy and cleanliness. I suggest to you that is not a woman’s issue — 
it transcends gender. Some needs that have been discussed today 
are peculiar and are gender specific. I want you to know that I felt 
really bad to hear about the people from California because a cou- 
ple of years back when I spoke before this committee, I received a 
question afterwards about, well, if you were going to put the 
women veterans’ coordinators in certain places, where would you 
put them? So I went back over, since we have been pounding 
women veterans in the population of veterans, and I did a trajec- 
tory looking at where they are migrating to and where is the great- 
est need. It is California. 

'That is the way we need to start to allocate our resources, at the 
greatest need. I do not want to suggest to you that every VA hos- 
pital in America has to have a mammography machine, but every 
woman who comes there has to have access to it one way or an- 
other. Since the end of World War II, the VA has been the training 
proimd of America’s physicians and schools of medicine. I think it 
IS time to turn aroimd and ask them for some reciprocal agree- 
ments for this care of women veterans and the use of their mam- 
mography equipment at a university setting. 

I am one who is pragmatic enough to come to you with the real 
needs. But at the same time I believe that as we go into the 21st 
Century, the VA is going to have to rely more and more on re- 
search and actual numbers than it is on rhetoric. I think that is 
why I was kind of disappointed to hear that although California 
has the greatest need, they are not getting what they need. 

Ms. Donohue. To continue with you, Ms. Schwartz, in your opin- 
ion what effect would a shift to primary care have on the quality 
of health care services provided for women veterans? 

Ms. Schwartz. I actually believe that primary care would be 
good for all veterans. You skate in one month and you see some- 
body and skate out, and you do not see that person ever again. In 
my last visit, the doctor wanted to change my medications, but it 
was a resident. So I have to waut for 6 months to see another doc- 
tor to change my medications. 

So I believe that primary care would be a very good t hin g for the 
system for everybody. 

Mr. Evans. I want to thank this panel for their testimony, and 
I look forward to working with you in the future. 

That concludes our hearing. Dr. Mather, I tun pleased you stayed 
throughout the hearing. 'That does not always happen with a VA 
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official, and it shows your interest, and I appreciate that very 
much. 

[Whereupon, at 11:48 a.m., the subcommittee was acyoumed, 
subject to the call of the chair.] 




APPENDIX 


Rep. Joseph P. Kennedy n 
VA Healdi Care for Women Veterans 
March 9. 1994 

Good Motning. First of all, I would like to thank Chaimum Evans for calling todqr’s 
hearing and for leading this SuboommitlBe’s efforts to make sure issues focing women 
veterans are addressed. 

Over the last decade, the QAO and foe VA In s pector General have chronicled a 
lackluster record of VA healfo services avaOalde to women veterans. Unfortunate, today, 
not enou^ pr o g r ess has been to Co r rect these deficiencies, snd women vets still camot rely 
consistently on foe VA for their health care. 

Yet, this comes vdiile record numbers of women pledge to serve our country in foe 
militaiy in record-maldng wqrs. Just this past Monday, foe Navy made its first assignment of 
60 women to the combat ship USS Eisenhower. Today, more than 1.2 million women are 
veterans. Women now comprise nearly 12K of active duty and 14% of reservists and 
l e prese i a over 15% of incoming militny p erso nn e L tw«d»«]iiM» medical services for women 
veterans doesn't add up arul must be cfamged. 

The VA will testify that it baa ’alw^ opeacA its door to foe natioa’s women 
veterans.* But, the sad Gain is that is literally foe case. One female veteran said, *I was foe 
only Gemale ... I bad to undress in a room with a door that would not close while men wcm 
lin^ up and down foe hallwtor.* This sort of 'open door policy’ has got to stop. 

1 will acknowledgB that foe VA has taken steps to improve heaMrcare services to 
women vets by aoquittiig gender ^redfic equipment, making improvements to ensura greater 
privacy for women in VA hoapitBla, and has made progr ess in providing women veteran 
coordinators. 

But, in marry areas, VA vpears to be merely going through the motioin. What good 
is guidance from VA headquarters if there is t» monitoting cr follow-up. It is 
incorrqitehensibte, as the GAO found, foat foe VA would call on all medical centers to submit 
plarts for cancer acreenittg few women veterans and then neglect to correct foully ^ans. 

Serious healfo matters caimot stand to be burfod in mounds of VA paperwork. 

The VA Inspector Genertd fenind that even siniple, low-cost actions - like putting 
locks on doors and signs on bathrooms - were not bei^ carried out acroas the bbtml. No 
longer can the healfo cate needs of women vetereru be overlooked. Much depends on the 
policies implemented by individual Medical Center Directors and foUow-tq> by VA 
headquarters. 

Last year, I was pleased to worit wifo Reps. Scliroeder, Evans, and ofoer memben of 
this Subcommittee in passing legislation in foe House which would significantly etqiand foe 
services to women veterans. Similar legislatiim is currently pending Senate floor 
considetation. I look forward to its enactment and mmiriiig that our women veterans receive 
nothing less than the best possible healfo cate. 


( 63 ) 
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STATBMEHT OF THE HONORABLE JACK QUINN 
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
MARCH 9, 1994 


Thank you Mr. Chairman. 

I am pleaaed to be here thla morning to dlscuaa VA actions to 
Improve the provision of health care to women veterans and 
related Issues. 

I know we have a person who has contributed to these Improvements 
here with us this morning. Dr. Joanne Sulewskl, who will be 
testifying, serves as a shining example of what Is going well 
with VA health care. 

Dr. Sulewskl Is the Chief, Gynecologic Section, Department of 
Surgery at the Buffalo VA Medical Center. Dr. Sulewskl has 
proven Invaluable to the hospital and has been a true asset to 
women veterans' health care In Buffalo, Batavia and Rochester. 
Along with Mrs. Helen Jacob - who is also here today - these two 
women have really made things happen. They have worked 
tirelessly to bring change In the VA. And it is working. Our 
women vets In Western New York can feel comfortable with the care 
they receive. 

Both serve on ray Veterans Advisory Committee back in Buffalo - a 
group I put together to give me personal views of vets, feedback, 
and Information about what Is good or bad, what works and what 
doesn't. These kinds of comments are very helpful to me and I 
know will be helpful to the Subcommittee . 

Dr. Sulewskl has very positive things to say about VA. Dr. 
Sulewskl believes In the system and had tried as hard as possible 
to make health care for women at the Buffalo VAMC a viable and 
pleasant experience. 

I would therefore say that I am deeply disturbed that officials 
at VA didn't find portions of Dr. Sulewskl 's testimony acceptable 
and wanted her to change It. Mr. Chairman, Dr. Sulewskl is what 
makes good things happen for women vets. 

To have many of her comments - as one who is in the field and 
truly knows - considered not in line with a particular position. 
Is upsetting to say the least. 

Dr. Sulewskl was to come here today to give us the benefit of her 
insight. She was to present her personal views as someone who 
must deal on a daily basis with our women veterans - not to serve 
as an advocate of policy. She came to discuss what Is happening 
In Buffalo and the challenges she sees. 

Nr. Chairman, Nr. Ridge and other members of this Subcommittee, 

I believe you would agree that we very much want to know what Is 
really on the minds of the witnesses who come before this 
Subcommittee. How else are we to know what kind of job we should 
do? 

I am proud to have Dr. Sulewskl on staff at Buffalo. I know our 
female vets could do no better. I am very glad she Is with us 
this morning. I think we will all be better off for her 
comments. 

Once again Hr. Chairman, thank you for this opportunity. I 
appreciate your efforts. 
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TESTIMONY OF REP. PAT SOIROEDER (D-CO) 

HOUSE VETERANS SUBGOIMITTEB ON OVERSIGHT AND INVBSTIGATICRIS 
MARCH 9. 1994 

VA'S PROVISION OF HEALTH CARE TO MOMBN VETERANS 


Mr. Chairman, It baa boen alaoat a year since I testified before 
this subcommittee about the critical health care needs of our 1.2 
million (and growing) women veterzuis. I want to thank you once 
again for your continued dedication to this issue, as evidenced 
by this hearing and all your other hard work. 

It is simply bad policy to allow the gaps in women veteran' a 
health care to continue, as the Veterans Affairs' department 
still seems to be doing. Nhlle only 4 percent of today's 27 
million veterans are women, that number is expected to increase 
by 17 percent by the year 2010. Meanwhile, the number of male 
veterans is expected to decrease by 28 percent during that time. 
That means the problems we are experiencing now are only going to 
compound, especially if the VA mist compete with the private 
sector under health care reform. 

In preparing my testimony today, I've had the chance to hear 
about preliminary briefings from the VA Inspector General's 
office euad the General Accounting Office on the extent to which 
women have been integrated into VA health sei;vices. And I must 
tell you I'm shocked that one of the key issues that has surfaced 
is the lack of cleanliness in certain VA medical centers. This 
is such a basic that we take for granted in private health care. 
And it's crucial to controlling the spread of Infectious disease. 
I'm sure the IG's office will go into this in more depth, )3Ut I 
vant to say that this goes right to the heart Of the level of 
respect we accord our veterans -- women and men. And it further 
adds Insult to Injury to women veterans, who already get slighted 
by the VA medical system. 



66 


I bava alao eoae to th* conclualon that Monen vetarana will loiow 
they ara takan aarloualy <riiaa thay achlava aoinathlng as slinpla aa 
■potty parity* in VA nodical centara. 

The IG'a office reported that on a recent tour of 10 medical 
centera, it found a number of filthy bathrooma, uniaex bathrooma 
with no locka on the doora, wooien'a bathrooma in hard-to-find 
placea, bathrooma without gender aigna, women and men uninformed 
that they were aharlng the aame bathrooma, ^md bathroom doora 
with keybolea big enough to aee though to France. One woman 
veteran aaid aha alwaya cleaned tdiatever bathroom ahe waa 
aaaigned to — the facllitlea were routinely that dirty. 

That 'a to aay nothing of ahowera without curtaina, and women 
unable to take ahowera becauae ataff ia unavailable to guard 
unlocked doora, and a boat of other problema relating to privacy. 
Many of theae are not big ticket, itema. 

The briefinga revealed that many of the problema the 10 and the 
OAO identified to Congreaa in 1992 and 1993 continue to exiat, 
deapite aoma improvemanta . While wooten are grateful for a wider 
array of gynecological inatrumenta, they wiah they could be aure 
of finding atocked feminine hygiene machlnea emd pajauaaa that 
weren't five alzea too big. And acme of them wiah they didn't 
have to travel 150 mllea for a mammogram. 

While the VA haa funded a number of women veteran coordinatora 
and there are apparently full-time coordinatora at each regional 
office, many centera are without a full-time peraon to check on 
women' a concema and make aure they know of the aervicea 
available to them. Some ad-hoc coordinatora apparently apend aa 
little aa five boura a week — not enough to reach all women. 

And even where there la no full-time coordinator, there doean't 
aeem to be any imaginative thinking out there about bow to inform 
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woBsn v«Ca about the services available to them, even if it's by 
an inexpensive, preprinted card given to them at admission, 
coordinators to a VX training session scheduled for June, 
although training is badly needed. But will we see alternative, 
innovative, inexpensive efforts to connect these coordinators by 
other means -- say by mail, or conference calls, or satellite TV? 
Nil! «re see some national guidelines for women vet coordinators 
and some PR to get women vets in for services? And will we see 
these coordinators brought onto the clinical executive boards so 
that they know what's going on and have some input? 

The VA is still having a hard tlii» shaking its gender bias. And 
women are still having a hard time believing the VA can treat 
them as veterans. Statistics show the VA medical center usage 
rate among female veterans — 17 percent -- lags far behind the 
rate among male veterans at all ages -- 36 percent. 

A conmitment to making women's health care a priority has to 
pervade the VA, from the Secretary, to the medical directors, to 
the providers, to the housekeeping staff. And when any of the 
links in the chain doesn't follow through, that commitment must 
Include disciplinary action beyond just a slap on the band or a 
transfer . 

In the 102nd Congress, we passed P.L. 102-5B5, which began to 
address the critical needs of women veterems. But it appears the 
VA virtually has not moved off point ouid in fact has hindered 
matters by not fully implementing P.L. 102-585. 

Earlier in this Congress, i offered two amendments to set up 
strong programs in the VA for sexual trauma and physical health 
services for women vetereuis. After a long and painful process, 
the House VA Committee passed a bill that incorporated most of ray 
ideas, except for ob/gyn and abortion services. I am still 
outraged that these vital services for women were left out . 
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Wa'r* not asking Cor all aervlcas Cor all wooen -- just tha aame 
allglbillty Cor services as there Is Cor men. The VX treats 
veterans with service -related dlaabilitlea and poor veterans. It 
doesn't ask which aala organa are involved, and it oCten ends up 
treating nale conditions that are not service -related.- And when 
it c osias to aud.a veterans, we hear a lot leas about the coats 
involved. 

All this has got to change. And I an conCident that it can, hut 
only as you continue your aggressive oversight. 
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TESTIMONY FOR THE HOUSE VETERAN'S AFFAIRS SUBCOMMITEB ON 
OVERSIGHT AND INVESTIGATIONS HEARING IN ROOM 334, CANNON HOUSE 
OFFICE BUILDING, WASHINGTON, D.C. AT S:30 A.H. ON WEDNESDAY, 
MARCH 9, 1994, BY KAY DENNIS. 


Itie closing of the tfirtlnez VA Medical Center In northern callfoxnla, 
with Its new and outstanding women's clinic, has been a real tragedy. 

Traditionally women veterans have been greatly under served In a Veterans 
Adninlstratlon medical system that has been, and In many cases still Is, 
designed and run solely for male veterans even though women represent the 
fastest growing group of veterans. Api^oximately 140,000 woman veterans live 
In California, the highest nvnber of ar^ state, with 64,000 residing In 
northern California. 

in 1985 the Women's Clinic was established In the Martinez VA Medical 
Center. A Primary Care dlnlc for women Veterans, and the first of Its kind 
in California, It served as a model for other primary care women's clinics. 

VA hospitals from all over the western United States sent representatives to 
study Its programs. It was the <mly VA Ho^ltal to have a permanent 
Qyneoologlst on Staff but he retired v^n the hospital was closed in 1991. 

I was a member of the California State Ccanlsslon on Women Veterans which 
existed from 1968 until the funding was canceled In 1991, due to state budget 
deficits. We held hearings up and down California on the availability of 
services to women veterans such as heme loans, vocational counseling and 
particularly medical care. We had a guestlonnalre that was distributed to 
thousands of women veterans through every possible source, 2130 of which were 
completed, returned and tallied. We all were appalled again and again to find 
that a significant nuiber of women veterans, at the time of discharge, were 
not aware of their ri^ts as veterans wl^ two exceptions - they all knew they 
were entitled to educatl^ml benefits end a G.l. Home Loan. 

With the establishment of tim Martinez VA Medical Center Women's dlnlc, 
tKmm veterans were finally receiving care for problems uniquely theirs. For 
exmople: tdwn a man enters a Medical Center or hospital he Is usually 
offered a routine prostate exmnlnatlon regardless of why he la there. Women, 
however, could not find any routine gynecological care such as pelvic and 
breast examinations, mnmogrss. Pap seears and bons density scans, even 
thou 0 i this care ah^d be Just as routine for woeosn. 

1 must explain here that my Interest in, and dedication to, the cause of 
medical care for women veterans is the result of losing two very dear friends 
to uterine cancer. They were members of the California State Veterans Home in 
Yountvllle and both women had been bleeding for two or three months. The only 
gynecologist available for consultatlwi throu^ the VA system was one fren 
Stanford Hospital idio was available to the Palo Alto VA Hospital one afternoon 
a week. These two wemsn tried repeatedly for over two months to get an 
appointment but ware always told that he was not coadng In that week or his 
calendar was full. They tried to get pezmlsslcn to see a gynecologist in 
Napa, Witt) the VA paying the bill because neither weman could afford it. They 
were told It would have to be at their own expense. Finally semeone reminded 
cme of the veterans that she was a retired Amy ttejor and could go to 
Letterman Hospital at the Presidio in San Francisco. They Inaediately 
performed a hysterectomy and then told her that th^ wished th^ had seen hex 
a month or two earlier - the cancer had metastasized and they could not get It 
all. Both women left the Veterans Home and moved to Uma Linda In aouthem 
California where one died of a cerebral hemorrhage and the other died 
ecremning every time the morphine wore off. 

Since the Martinez VA N^lcal Center closed, I keep wondering Just how 
tmny woomn veterans In Northern GBllf<xn:)ia are Ignoring blatant signs of 
trouble because they must travel such great distances to get surgical 
consultation and care. About a month ago I talked to a world war ll friend In 
Yreka, Just 57 miles south of the Oregon border, who had to have surgery after 
Martinez closed and was forced to travel 362 miles one way from Yreka to Palo 
Alto for all pre surgical and post surgical consultations and for the surgery. 
She was lucky. She had a fsnlly member vho could take her. How many are there 
who are bleeding, or feel a lizip In a breast and have absolutely no one to 
help them? One Is too many, ten Is horrlfylnglJ 

WE CAN'T WAIT UNTIL 1999 - OR THE YEAR 2000 - OR ONE YEAR FRGH NEVER - TO 
GET A REFUeSMOrr FOR THE MARTINEZ VA MEDICAL CaiTER. WE > FEMALE VETEltANS 
AND MA££ VETERANS - VEBD IT YE3TERDAYI 1 


page ( 1 ) 
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Sf t—mt of Tool Lawtla, Ml 
Hownn ▼aterano Coordinator 
VAHC Bay Plnaa, Florida 
Bafore tha 

Caaalttae on Vatarana' Affalra 
Sobconlttae on Ovaraiqht and Inraatigatlons 
Houaa of Repraaantatlvea 
Rogaxdlng 

VA Actlooa to l aprova tha Proriaion 
of Health Cara to M oaa n Vatarana and Related 
laanaa 

March 9. 1994 


Mr. Chairman and Manhers of tha Subcaamittaei 


Thank you for thla opportunity to raport on VA aetlona to 
Improve health care to woman veterans. While I rapreaant only one 
hoapital program, it la baaed in Florida, which la aecond only to 
California in tha number of %ioman vaterana raaiding in the atate 
(85,400). In 1983, then Florida Medical Dlatrict 412, designated 
"Wontens Counselors’ in all it's health care facilities, t%K> years 
before VA recommended appointment of Honan Veterans Coordinators . 
There are estimated to be 17,000 women veterans in the Bay Pinas 
Service area, 7,000 of them in Pinellas county alone. 


I have worked at Bay Pines since 1981 in various positions in 
Nursing Service and watched the program for women grow from no 
organised program to one of some positive celebrity in tha VA 
system. A visit from the VA Advisory Ccamsittes on Woman Veterans 
to Bay Pinas in October of 1987 was probably the catalyst for 
raising our consciousness about the unmet needs of women veterans. 
I feel that VA's commitment to enhancing services for wosMn is 
sincere and evidenced by support of womens programs, in an era of 
downsixlng, through appointment of Women Veterans Coordinators 
regionally and locally, and with some facilities appointing full- 
time coordinators from within existing resources. VA recognition 
of the need for sexual trauma counseling along with other 
comprehensive health care services including contraception, 
screening and prevention, health maintenance and restoration, and 
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psychosocial interventions, coi^lned vlth the publication of the VA 
"Women Veterans Health Cara Guidelines' am compelling indications 
of intent. 

However, malor barriers continue to block accase to VA health 
care for the majority of our 37.2 million living veterans who were 
uninjured, not yet victims of an impending chronic disease, and 
healthy when they left active duty military service. The major 
barriers are the confusing array of rules for eligibility and 
entitlement. All 1.2 million women veterans VOLDNTBBKBD for 
military active duty. Almost half of them volunteered for service 
during a time of war, and left the military when the threat 
diminished. None were drafted. This patriotism long went 
unrecognised and unrewarded for World War I and II veterans, for 
women who served in Korea and Vietnam, and more recently in Grenada 
and Panama. If they come to VA, we were largely unready to serve 
them. In this age of health care reform, VA has the opportunity to 
put its might and money into a mutually beneficial pact with wotKn 
veterans. The many women who currently seek services through our 
VA arc pleased with the care provided but frustrated by the lack of 
access to comprehensive outpatient care needed to restore or 
maintain health. 

Changes must continue to evolve in the culture of VA care to 
women in issues of sensitivity and privacy. Counseling of women 
for the trauma and sequela of sexual abuse Is now generally 
delivered in the "Hental Health Clinic" setting. For many women 
this means that because they were raped or otherwise sexually 
abused in the military, their first encounter with the VA health 
care system will probably bo associated with a "mental health" 
visit, which might prejudice their future cere. Similarly, 
admitting women to locked, male dominated psychiatric wards for 
treatment of the aftermath of sexual trauma is inappropriate. Some 
VA's however have no alternative at present. Changes needed in 
structural privacy are relatively easy to recognise. Our dally 
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practices are anro subtle and truly require the paradigm shift so 
often Invoked as I was reminded. One day as I was discussing a 
young (33 year old] woman's dissatisfaction with her treatment in 
our ER, she asked me, "Would you feel comfortable in a six bed 
observation room, with men in four of the beds listening to your 
symptoms of abdominal pain?" 1 began with the standard reassurance 
that I would, reconsidered, and "shifted my paradigm" . He now have 
physically separate spaces for acutely ill sten and women in our 
Evaluation Area. Listening too, changes behaviors. 

Overall, Hr. Chairman, my feeling is that VA on a national 
level, and Congress with passage of Public Law 102-5BS, is 
responding with alacrity to identified needs and issues of women 
veterans. Funding for eight Women Veterans Comprehensive Health 
Centers, sexual trauma counselors in the Vat Centers, full-time 
Woman Veterans Coordinators, training/sensitizing VA health care 
professionals regarding women's issues, authorization to provide 
gender related services not available at VA facilities are not 
steps, but leaps in the right direction. A follow-up study to the 
1985 "Survey of Female Veterans" by Harris et. al. is still needed 
to determine general policy and planning issues in the care of the 
growing population of woman veterans, and more specifically to 
address issues as they relate to elderly and minority women. 

VA also needs to identify several centers of excellence (VA or non- 
VA) in the care of woman in each Region and arrange for staff 
likely to be asked to exoialne women, to be updated on relevant 
assessment skills. Provider staff in eomo VAMC's and out-patient 
clinics might not have had occasion to perform breast or vaginal 
examinations during their VA career. 

I believe from my experience and my association with other 
women veterans and wosien veterans coordinators , that strong support 
for these program is growing at the local levels in VA- we will be 
able to change the culture and environment of VA to accososodats all 
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vatarans vrtio seak our servlcas If wa can ba freed of nany of the 
bureaucratic requlatjona that bind and confound us. Ne only need 
opportunity to reach consensus and that is the plan as wa 
transition to Primary Cara and continue to focus on in^roving care 
to women. Thank you for this opportunity to maka my statement. 
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TISTINOIT 
RS. nar Kica 

eovERNn'i MviMtr caMtrtct m wohcn vtrEUNt 
tMTE Of ORIO 
b«#«r« th* 

U.t. HOUR Of ftSmiCiTATIVlK 
Mum V*ttr«»‘ Affair* titeoMlttM «n 
OMMlfht mti IrMMtltatlcm 
Wa^wtdM. MreA 0, im AtSO AM. 

GOOD MKRIM CMlRNa EVAM AND ROMAt Of fHE ROME VCHRARt AffAIRf WKOMNITTEE OR OVERIIONT AND 
INVESTICATiOMS. I AH RAIf JCAM ICCO, LIEVTIRART OOLORfL^ MttRIB, MITEO tTAfEt All fOICt. I M KRE rODAT, 
lEMEIEITINE TR OOVEMOR'I ADVIlOIT OOMITKE UCaCI VEtEAMIt IH ORIO. OP MICH I AH A RIWI. 

II JAIUART, I ATTEI0EO A fUELIC NEAIIM AT TIE VA NOIAITAL II CNIUICOTRE. OHIO WNCRE OOMMEtHAR EVARt ARE 
COHGREtIMAR fTIIOCLAlB WERE PtESERT. HART RUMflQRt PROI TRE AUDlERCt WERE UIIEO REOAIDIRO VAEIOUI ItfUEE AM 
CORCERRt UITR REIPEa TO THE CARE AM TRUTREIT RECEiy» IT VETERARR AT VA PACIllTIEt. ROUEVER. HOT 10 MUCH TO RT 
SUiPRIIS RUT RATHER DItAPfOINTRERT. I UAI TNE ORLT PERROR WHO RAIKO OUEtTIOIt COKERRIRtt WfCIfICALLT TRE 
TtEATICHT OF WHER VETERARt AT THOSE SAIC FACILITIES. AT THAT TIME. CORGRESMAR EVARS IRFORMEB RE OF Tilt HEARIRG 
AM I AH PROW TO RAVE SEER IRViTEO TO TESTIFT REFORE THIS SURCaMITTCE. 

TNE GOVERHOR'I AOVISORT CCPMITTEE FOR UQIEN VETERANS IS AN URFUMDED CGWITTEE AID IMS ESTASLISHCD IN JANUART. 
1991. IT tl COMPRItCO Of WHEN VETERAHI AM ACTIVE OUTT ttRVtCtWOHEN • IICLtAIRO RATIOML OMM ANO RESERVE • WHO 
HAVE SERVED IR TNE HILITART FROH UORLO WAR II TNROUQN THE PRESENT. THIS COWITTEE, ESTARLISHED IT GOVERNOR GEORGE 
V. VOINOVICN. WAS ASKED TO PROVIDE THE GOVERNOR WITN RECCSWENDATIONS ON THE ISSUES. REEDS. AW CONCERNS Of OHIO 
WOMEN VETERANS. 

TO lEST FULFILL THE OOVERHOR'S REOUEST. UE HAD TO FIRST DEVELOP SOME GOALS AND SET AH AGENDA. TNE COMIITTEE 
DECIDED THAT IT MUST DO THE FOLLOUINGi 

1. lOENTIFT AND ASSESS THE SPECIAL NEEDS OF WOMEN VETERANS; 

2. PROVIDE IHFORMTtON WHICH WOULD MEET TNE RECOS Of WOMEN VETERANS. IRaUDIRO SEIEFITS AM tITITLEMEHTS. 
EDUCATION. AND TRAIR1H6 FOR UNCRPLOTMENT THROUGH REFERRAL PROGRAItSi WE WOULD RESEARCH AND ASSESS TRE REEDS OF 
WOMEN VETERANS. lOENTIFT SERVICES CURRENTLT OFFERED. AND DETERHIIE WMAT SERVICES ARE LAOtlRO; 

3. RECDWCNO AM) PLAR EVENTS NORaRING WONEl VETERANS WHO NAVE SERVED AND THOSE CURRENTLT StlVIRG IN THE 
NIllTMTl THESE EVENTS WOULD SE UTILIZED FOR OEVELOPIRG AM) ERNANCINO A POSITIVE IMAGE OF WOMEN VETERARt; AMO, 

«. COOROIflATC AW HOBUTOR EffOirS TO ACCOFMLISN ALL Of TNE AlOVE GOALS AM) OtJiCTIVESi POINTS Of CONTACT 
VltN VARIOUS ORGANIZATIONS NEEOED TO BE ESTASLISNEO TO ACQUIRE INFOtHATICM AM) AVOID DUPLICATE IFFODTS. 

OKE THESE GOALS WERE OEVELOPED, THE CQFHIITTEE THEN NEEDED TO FORMULATE A CONTINUING NCANI IT WHICH TO 
ACCOHMLISH THEM. THE COMITTCE FORMED FOUR tUSCQHMITTCES WITN EACH FOCUSING CM A SPECIFIC ANEAs 

• THE SUSCOWIITTCE FOR lOENTlFTING OHIO WOMEN VETERANS WAS CREATED GECAUSE IH ORDER TO ADDRESG THESE ISSUES, 
THOSE WHO WOULD SC AFFECTED IV OUR INITIATIVES NEEDED TO MAKE US AWARE OF THEIR COHCERHS. CURIENTIT THERE ARC AN 
ESTIMATED 40.000 WOMEN VETERANS IH OHIO. UNLESS THESE WOMEN AltEADT COHSIDCR THEMSELVES TO RE VETERANS, WHICH 
UNFORTUNATELY IT HAS SEEN REPORTED THAT THET DO NOT. ANO THEY UTILIZE THE SERVICES OF THE VR CENTERS, OHIO'S 
GUREAU OF EMPLOTMCNT SERVICES OR REGISTER WITH THE VETERANS COUNTY SERVICE OFFICES, WE DO NOT NAVE A WAY TO 
IDENTIFY THEM. 

• A HEARING ANO SURVEY SUfCOMITTCC FOCUSED ON COORDINATINO GTATEWIDE HEARINGS WITH THE INTENTIONS OF 
DRAWING WOMEN VETERANS TO TESTIFY GCFORC TNE COFGIITTEE AMD PRESENT THEIR EXPERIENCES, SPECIAL INTERESTS AW NEEDS, 
OR IDEAS THAT TNE COMITTEE COULD STLDY AW CONSIDER VNCH MAKING RCCSWMWATIOHS, THE SUDCOPGUTTEE ALSO CAREFULLY 
CRAFTED A SURVEY WHICH INCLUDES SEVERAL OIFFERCHT CATEGORIES IR AN EFFORT TO GATHER AG IWCN INFORMATION AW 
ENCOMPASS AS MAHT AREAS AS POSttSLC WHICH WOULD ASSIST IN ACCQHPLISRING OUR DQALI. 

• TNE AWARENESS AW PUSLICITT tUBCQWITTEE IS RESPORtlllE FOR SEWING PRESS RELEASES TO THE MEDIA, 

CONDUCTING EDITORIAL lOAtOS. WRITING MTICLCS FOR VARIOUS PUBLiaTIOMf, AW COHSEOUENTLT PREPARING TEGTINONIEG FOR 
CONGRESSIONAL WUINCt. 

• OUR tUtCOMITTCC OH WOFCH VETERANS HEAITN CARE NAS THE RESPOHSIIlLirr TO IDENTIPT PMDIEM SITUATIONS WHICH 
UQNEN VETERANS NAVE ENCOUNTERED AT VA CLINICS AW HOSPITALS. THIS SUDOMFITTEE ALIO HONKS TOWARDS aiPING AWEAST 
OF WHAT TYPES OF CARE AW SEMEFITS ARC OFFERED AT TNE VA FACILITtCS. 

I APPRECIATE TOUR PATIENCE WITN THE OVERVIEW Of WMAT OUR COMITTEE ENTAILS. THE RELEVANCE It THE CLOSE 
CORRCUriON AMONG EACH OF THE COALS At HELL At THE TASKS Of THE SUDCOQlITTEEt. 

TO DATE, OJR COMITTEE NAS DISTRIIUTEO OVER 4900 SURVCTS, AW NAS RECEIVED CLOSE TO R Z9S RETURN, SOWTHINC 
UE ARC VERY PROUD OF. THESE SURVEYS HERE NOT SNONT. TNCT HAD SlKTY-ftVE QUESTIONS OMIlMa SEVEN PACES. AW 
T0UCMC6 TNE USES OF EDUCATION, UCOMC. MUITAL STATUS. NCM.TN CARE, AW OATES SPENT IK THE SCIVICt. CVCNTUALLT 
THIS IIFORMATION WILL IE ENTERED INTO A OATANASE. 

FROH MANY OF TNE SURVCTS WE ARC ACCUMJLATIHG, MOST OF THE QUESTIONS HNICH ASKED FOR SOW SORT OP MUTTER 
RESPONSE WERE FILLED IH. THESE AHSWCRS, WHICH HAVE GCEM VERY CONSIITERT, CLEARLY ADDRESS THE ISSUE TNAT TNCRC IS 
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A FRMLEM bllHlN MA MAIIN CAM rACILinil UITM RESPCCT TO Tut TACATMfMT Of WQMEH. ALTHOUM, TilETf UCAC 
QCNEKAL COMENTS WHICH COUID U APPLICAlLl TO ANT VETERAK, HERE AM JUST A FEU RELATIHC TO UOMEH VETERANT: 

OMR UOHIN EXPUIHEO THAT nMILI IN THE HOSPITAL FOR SMULOEl lECONSTRUCTIOW. t HAD TO SHARE A lATHROCM WITH A 
MALE VIETHAM VET* 

"THE THERAPIST SEOAM NAAINC SNIDE COWEMTI AMUT HE lEING A UCMEM TO THE OTHER MALE VETS IN THE ROCM AND 
PROCEEDED TO AUUPTLV REMOVE NT SL1N6 i SWATH lEFQRE I WAS READT AND ALLOWED NT ARM TO PALL QUICXLT TO MT SIDE. 1 
SCREAMO IN PAIN AND U6AN TO CRT AMD THEN THE THERAPIST SARCASTICALLY SNOUTED AT ME, 'THE T0UN6 LADT HAS 
ODVIOUSLT HOT NAD HER PAIN MEDICATION. SO WHY DOESN'T SHE GO DACE TO lED AND CtME SACK WHEN SHE CAM HANDLE THE 
EXERCISES. "• 

OR IT IS FELT THAT "IN MANY USES WE SERVED OUR COUNTRY AS WELL AS IF HOT SETTER THAN SOME MEN AND WE HAVE 
EQUAL RIGHT TO ALL AVAILASLE SENEFITS. I HAVE SEEN MADE TO FEEL THAT SECAUSE PH A WCMAN. IT'S A WASTE OF 
GOVfRIMENT HONEY FOR 1C TO RECEIVE DISASILITY AMD DEPENDENTS SENEFITS* 

ANOTHER WCMAN VETERAN TRAVELS APPROXIHATELr FO MILES TO tlEAL WITH FACILITIES HOT EQUIPPED FOR WCMEN, 
EMPLOYEES UNWILLING TO ACCEPT WOMEN AMO, IN NT OPINION, SELOU AVERAGE MEDICAL CARE. IN 99X OF NT EXPERIENCES I 
WAS MADE TO FEEL LIU AN ANIMAL". 

■I THINK IT IS OUE NOSTLT TO A SYSTEM SET UP FOR HEN, RT MEN AND THEY DIDN'T QUITE KNOW WHAT TO DO WITH 
US. ..WE HAVE SEEN TREATED LIKE flOOITlES TOO LONG." 

FtCM A WOMEN VETERAN UNO CANNOT RECEIVE TRCAINENT UITNIN NCR LOCAL AREA: "MUST TRAVEL TO NEAREST VA HOSPITAL 
FOR TIEATICNTS HOT HANDLED IN LOCAL VA CLINIC. UHtCN ONLY IS SET UP MAINLY FCN MALE VETERANS." 

■THEY DON'T REALIZE THEY ARE VETERANS AND HOST CLINICS ARE SET UP FOR MEN ONLY" 

IN A FEMALE VIETNAM VETERAN'S RESPONSE REGARDING HER EXPERIENCE WITH VA MEDICAL FACILITY, SHE COULD ONLY 
WRITE: "RELIEVE ME THERE IS TOO MUCH TO SAT FOR THIS LITTLE SPACEll NT STAT IN THE HOSPITAL FOR « OATS WAS A 
COMPLETE HICHTNARE." 

"THE VA MEDICAL CENTER HEEDS TO RE SET UP SETTER AND MORE UNDEtSUHDIHC OF URE FOR WCMEN" 

THE TOLEDO OUTPATIENT CLINIC SENT OUT A SEPARATE SUR^T, AND RECEIVED SIMILAR REACTIONS WITH PRODLEMS MMEH 
VETERANS NAD AT THE CLINIO 

ONI WOMAN VETERAN EHCOUHTERED PRORLEHS "FROM AH ORTHOPEDIC DOCTOR WHO QUESTIONED RE At TO WMT I SAT WASTING 
TIME; THAT I SNCULO COME TO MIS OFFICE WHERE HE HAD ALL THE NECESSARY EQUIPMENT TO HELP ME." SHE REPORTED HIM. 

■FEMALE VETERANS <$EIVICt CONNECTED OISAllLITT) NOT TREATED ON SANE LEVEL AS MEN." 

THE UOMEH ALSO RESPOHOED TO QUESTIOIS ASKED AMUT THE GYNECOLOGICAL CARE SHARING THAT: 

IN ONE INSTANCE A WOMAN VETERAN "WENT TO ANN ARROR, NO GYN DOCTOR, JUST A GENERAL PRACTICE DOCTOR > COULD HOT 
ANSWER VARIOUS QUESTIONS ON UONEH'S CONCERNS." 

ANOTHER WOMAN COULD HOT RECEIVE CARE MCAUSE "I DIDN'T HAW A REGULAI APPOINTMENT. I'VE HAD A HYSTERECTOMY 
SO IT PRORAILY ISN'T AS NECESSARY." 

IN ANOTHER CASE, THE WOMAN VETERAN RECEIVED "HO FOLLOU-UP, HO MAMMOCRAM." 

LAST SUMMER. OUR CCMMITTEC COHOUCTEO SEVEN HEARINGS THROUGHOUT THE STATE. FROM THE TESTIMONIALS PROVIDED TO 
THE COMMITTEE SEVERAL WITNESSES EXPLAIHED THE FOLLOWING: 

"1 WAS THE OHLT FEHAIE...I HAD TO UNDRESS IK A ROCM WITH A OOOR THAT WOULD HOT CLOSE WHILE MEN WERE LINED UP 
AND DOWN THE HALLWAY." 

"I ENCOURAGE FOR WOMEN TO NAVE PRIVACY IN THE VA NC^ITAIS. . .CLOSE THE DOORS" 

THE FINAL MTTOM LINE CAN IE SUMWUUEO WITH "TW WAY THE WCMEN UE TREATED IS TERRIILE" 

AND I ASSURE YOU OUR LIST GOES ON. IT IS PLAINLY EVIDENT THAT THESE ARE AREAS AND ISSUES WHICH HEED TO RE 

BROUGHT TO YOUR ATTENTION AND YOU HAVE THE POWERS TO MAKE A POSITIVE IMPACT. THIS IS THE TYPE OF INFORMATION OUR 
COMMITTEE IS SEARCHING FOR, SO THAT UE CAN HELP THESE WOMEN, AND ULEVIATE SOME OF THE HORROR STORIES AND UNEQUAL 
TREATMENT. 

ALTHOUGH OUR COMMITTEE 18 IH ITS INFANT STAGES, UE ARE DEDICATED TO WORKING ON OUR INITIATIVES. IT IS ALSO 
APPARENT THAT OHIO IS HOT THE ONLY STATE WHICH IS TITINC TO ACCOMtODATE IIS WOMEN VETERANS TO THE EQUALITY OF THE 
MALE VETERAN. AS YOU CAN SEE, I HAVE ATTACHED VARIOUS NEW^APER ARTICLES FROM ALL DIFFERENT PUTS OF THE UNITED 
STATES WHICH HAVE ALSO STIRRED SOME INTEREST. 

IT IS OUR HOPE THAT AFTER HAVING ICCH INVITED TO TESTIFY BEFORE YOUR CCMHITTEE, YOU CONTINUE TO STUDY THE 

TYPE OF CARE WHICH IS PROVIDED TO THE UQMU VETERAN. CONSIDER THE COMMENTS RECEIVED RY WOMEN VETERANS, AND ADORES^ 

THESE ISSUES BOLDLVI 


THANK TOU ONCE AGAIN, AND I WOULD IE PLEASED TO ANSWER ANY QUESTIONS TOU MAT HAVE. 
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x« m Piu M rax I 


OLIAIt lAICAtl Tia OOUNTT UMAt TflU LIVCi. 


I. raui AfiC figouh l«i S0-S9 

I. AVI TOUi NAIIIID WlOOWle llvaRCtD/gIkAAATCB KVtt bUtltt 

4. RAa/EIMIC CROUP] UNIfl RUUX RICPAMiC ASIA* PACtflC RATtVt AMiRieAR OTHCR^ 


5. M TOU RAVI CRilOtfRt tCI K 

«R A6C it A6Kf 

KR Ok CRIIPRCR It'S IR ICIIOOt 


RISARIIO 


OfHER KkCMarS 


A. TOUI CDUCATIORl Rth MARC OR iltl OOM RlgP tOUm 

^NICR gCMQL QUO CRD <DCATIOgAC/ftCRiieAl./TRAPt CCNOOL 

OOHf COUeCK * ClRCVf TRC OOTUTIOl 1 Z S 4 } g 7 f 
^ACMC OCCRCI gACRtiOR'R NORn WAtTCR'g MGRCf P OCTORATI 

7. ARC TOU PROkieiCRT IR A FORCIOI UUMIAOCT Tft WO UWICR lAWOUOCtCt)^ 

B. DO TOUi OUW TOUR ROW RIRT IIVR UITR kAMIlT OngRi 


9. ARC TOU TRI eWtT ROURCf Ok IRCOC IR TOUR kAMICTT TtB RO 

10. ir TOU All RURIED, tC TOUR CPOURC TOUR (BIT COURCf Ok IRCMT Til WO 

It. WRAT 11 TOM ROUKROLD ARWAL IRCOMI RAWGRT 

LItg TRAR n.DM.M ( I CZO.OM.CD TO 119,000.00 ( ) 

», 000.00 TD 9.000.00 ( 7 tSO.OOO.OO TO 079,000.00 C > 

010.000. 00 TO 14.999.00 ( 1 040.000.00 TO 049.000.00 ( } 

010.000. 00 TO 19,999.00 ( > OM.OOO.OO ARO VP f > 


12. ORAWCR Ok fIRVia (CIRClC 144 THAT llk94T>t AIKT AIR ktUCt RAVT MRIRCB COAIT OUAIft KRCRVCB 
HRC UAAC All UAC WARP RATIORAL OtARO UAf WAVII IPARI 

1J. me TOU AR pkfieiR, ^IRIIITIO. or ^UAARART OkfICfRT 

14. TOUR RlllTABr OCGUPATIOR UAI TOUR CURRCRT CIRUIAR OCCUPATIOR IB 

15. 010 TOU «R9C IRl UUI Ufll KOOCA VICTIM kCACtTIW knilAR Mk OTMIt 
U. TOUR TTPf Ok DIRfRARCk 
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17. 010 TQH tent (OCQC AU TUT AOOLTIl 

^OUTtlOt TH OnTIHBfTM. U.l. M Ag Tl« g MA0 

ItttN TU COlTINBiTAL U.l. UAg TIU « 

_JWIIU UAftTlM II A MIIILI NILITAIV tOW 
pUilM TtACCTM II A lOtTIU NILITAIT MU 

10. 00 Tou oeaivi va ooNOfMATig tm A tiAvig-ocMiccTfo oituliinT M ret - t 

19. IT MT ItaiVIM CaVCMUTlg, UVI TOU fVll AmtIO MO A VA OIIAOILITT UTINOT TEt W 

20. MVE TOU EVII AmiO FU OIIAOILITT COUIOCUTlW/UtlMO UITI AMOTHSO ITATI M FEOEUL AtfiaT TEI 10 

21. All TOU UUICAMfO g OIUOLfOt TCI M 

22. M Tg CgllOEO TOgglF TO Ug A UUICAO g OIIAOILITT MICN AFFECTS TW II gTAIIIIC EULOTICITT TEI 10 

23. UMT DO TW FEEL TU ITATI Of glO Uai TO AOOMtS TO INNtOVE KHCFITI. EULOTUMT OOMATUItTiEI, Ag 

EDUUTIg Fg TU MUOICAMO/OllAOLEOf ; 


24. 1C0E Tg ELIOIOLI Pg EOUCATIOUL lEUFITI MCI Tg LIFT TIC NILITAOTT TEI HO 

a. 010 Tg Ug VA VOCATIOML MMOILITATlg lEIEFITt TO ATTCn KNOOLT TEI 10 

20. DIO Tg Ug TOM VA <01 OILL) lOUCATIOHAL gUFITO TO ATTEU ICNOOLT TEI MO 

27. 010 Tg OMTICIOAra II A VA UOtt-ITUOT FOOOAAN TO ATTEU ICMOOLf TCI NO 

g. 010 TOM VA EOUCATIOUL ggFITI CXFIU gFOU Tg gg AOLE TO ATTEtt ICMOOL g CtHFLETE A FAOOAAM 
Of ITUDTf TEI m 

29. IF M nuCATIQUL MOgAM M|g gOUCO EOUCATIOUL COST Fg UDNCN VETCOAHI MU AVAILAOLC. 

UOULO Tg EMOLL II ICNOaLT gl 00 

IF TEI, UUT COUg Of tIMTT 

UULO THU raOGIAII g| VQCATIOUL UtOClATI MgCC Ltgigl OACNELg'l OEUg gITIFIfiATI g CONFLETIU 
FgT OUDUATE 

30. M Tg EOUCATIOUL gOgTUilTIII II UlO MET TOM gCOST g| 00 

31. MAT WUie Tg Lia TO gl g gGDWCn TUT glO MOULO CgIlOU TO gCT TQM BUCATIOUL 


12. 90 Tg CUUENTLT Ug ICDICAl gVEUg Fgi gLF FAMILY 

n. M Tg am if Tg AU ELICIOLE to gglg IOIGAI CAH FMH a va FUlLITTr Dm OU'T Dm 

34. M Tg am UEg Tg aOgIT va FUlLin 117 TEI g 

33. AU Tg gUEITLT ttUIVlM TUATUIT AT A VA MOICAL FUllim TEI 00 

M. Mg FAO 00 Tg TUgL Fg TUATUIT? 

37. Ug Tg eiUllCHGEO AMT MULEMI/DIFFICULTIEI MILE ICglVIMO CMC AT A VA UOICAL FKILITTT TCI 00 
EgUlli 


U. 00 Tg ULOHO TO MT gTCIMI* g6MIUT|g<l)7 gO 00 

IF Tg M lOT ULOU TO A gTCIMI* gOMlUTIg, MAT UOMO CHCOMAg Tg TO gCOW A UUCIT 


IF Tg M ULOU, M|g OUMIT 

39. AU Tg FANILIM UITI Tg CFFgTI TO UILO TUO UMglAll TO WMEI ggUII II UAUIMTg O.C.T 
WIHUt gl OO VICTUMi gl m 

g. IF Tg AU FWILIAI VITM Tg EFFgT, 00 Tg lUUgT TU CFFUT7 g| NO 
(Fg UIMU IIFOMATtg U UGlITUTIg FOMO CALL 1-0«*122*2294) 

(Fg VIITUM IIFOMATIU CALL 1'20I'32E-7ES3 g U|g| VltnAH WBCMg UNglAl NtgECT, 2001 lOUTM ITUET, UITI 
SOI. UAWIMOTU, O.C. lOOOt) 

41. MAT AUU 00 Tg FUL TU STATE Of UlO UCDO g AOOUW g CNAMU TO UBT TOU UEOI 11 ICAUIU AOflUT TOM 
gTCUl OEgFITtt 
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*2. WHAT DO tou rm i . done to wjbmc AyADFutst cr wc»>en vetiiaiis? 

*5. WHY DO TOU FIIL flUT WQCN VETERANS 00 NOT UTILIEE All Of THEIR VETERAN KNCflTIT 

U. THE FOllOUINa IS A LIST OF VETERANS' lENEFttS AND fROCRAHS. PLEASE CIRCLE 1 IF TOU ARE NOT AIMItE OF THU 
•ENEFIT; 2 IF TOU ARC AUARE OF THE lENEFIT, OUT NAVE NOT USED THIS KNEFIT; CNI 3 IF TOU MVi USED THIS KNEFIT. 


HOT 

AWARE 

JOO SERVICE VETERANS' EHPLOTMENT UNIT T 

VETERANS' PREFERENCE S I TO POINTS I 

VETERANS REAOJUSTIVNT APPOINTMENT (VRA) 1 

TARGETED JONS TAN CREDIT <TJTC> t 

VETERANS RE-EMPLOTMINT RIGHTS (VRR) 1 

VA EDUCATIONAL UNEFITS 1 

VA VOCATIONAL RENAIILITATION 1 

VA HOME LOAN T 

SMALL lUSINESS ADMINISTRATION LOAM (SBA) T 
DISCHARGE UPGRADE 1 

GOVERNOR'S OFFICE OF VETERANS' AFFAIRS 1 

VET CENTER 1 

VA MENTAL HEALTH CARE 1 

VA DISAIILITT CLAIM t 

VA DENTAL CARE 1 

VA SUBSTANCE ASUSE <ORUC/ALCOMOL) 1 

VA tURIAL BENEFITS T 

VA NON-SERVICE CONNECTED PENSION T 

DEPENDENCY INDEMNITT COMPENSATION (OIC) T 

VA WORK STUOT PROGRAM t 

COUNTY VETERANS SERVICE OFFICE 1 

VA COMPENSATION 1 

RE-ENLISTMENT WAIVER 1 

EMERCENCT FINANCIAL ASSISTANCE THROUGH 

COUNTT VETERANS SERVICE OFFICE 1 

WOMEN'S CENTER 1 

ORIENTATION TO NOH-TRADITIONAL OCCUPATIONS 
FOR WOMEN (ONOW) 1 

WOMEN'S ABUSE CENTER t 

CRISIS CENTERS/SHELTERS t 

DISLOCATED NOMEMAKERS PROGRAM 1 

WOMEN'S BUREAU 1 

VIETNAM ERA VETERANS' READJUSTMENT 1 

ASSISTANCE ACT TOOL) 

OHIO VETERANS' HCHC 1 


AWARE 

2 


USED 


2 

2 


2 


3 


BEUBBLBUl} 

AS. ARE TOU CURRENTITI EMPLOYED UNEMPLOYED RETIRED IF EMPLOYED, ARE YOU WORKIHGe FULL TIME PART TINE 
DO TOU CONSIDER YOURSELF UNOER-EKPLOTEO: YES MO 


A6. WHEN SEEKING EMPLOYMENT. WHAT SOURCES DID OR WILL TOU USE? OHIO JON SERVICE TEMPORART AGENCIES 
NEWSPAPERS FRIENDS PRIVATE EMPLOTMENT AGENCY VET CENTERS UCHEHS' CENTERS 
JOB TRAINING PARTNERSHIP ACT (JTPA) OTHER 

A7. ARE YOU CURRENTLY USING OR HAVE YOU EVER USED THE OHIO JON SERVICE (ONESIT TES NO 


A8. WAS IT A POSITIVE EXPERIEHCET YES HO 

WOULD TOU USE ONES AGAIN? TES HO 

49. DIO TOU NECEIVS A JOB REFERRAL? TES NO 

IF TES, WAS IT IN TOUR OCCUPATION? TES HO 

50. WERE YOU ASKED IF TOU WERE A VETERAN? TES NO 


SI. DO YOU FEEL THE OHIO JOB SERVICE PROVIOED ADC9UATC AHO COURTEOUS SERVICE? TIS NO 
EXPLAIN 


52. ARE TOU AWARE THAT VETERANS SHOULD lECEIVf PRI0NI1T SERVICE AND EMPLOTKNT ASSISTANCE FRCM ONES? TES HO 

53. DO TOU FEEL THAT A LACK OF TRANSPORTATION PRESENTS AN ONSTMLE FOR TOU IN OSTAINIHC EMPLOTMENT? TES HO 

SA. DO YOU OWN OR HAVE ACCESS TO A CAR IN ORDER TO TRAVEL RACK AND FORTH TO WORK? TES HO 

55. IS PUBLIC TRANSPORTATION ACCESSIBLE TO WORK? YES NO 

56. DO TOU KNOW THE OCCUPATIONS THAT ARE BEST SUITED TO TOUR ABILITIES? TES HO 
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97. All TflU AIMIC W MW TOUI KILLS ICLATI TO Ttf JC$ MMITt TES 10 
M. M rOU WO HOM IINMATIOI II OlOW TO CHOOK Al OCCUMTlflllt TC9 M 

SO. IP AVAILAILI II TM AUA. lOULO YOU H tlflKtriO II ATTOOIRO A THUI OAT UOUtNOO 01 WW TO LOOK POO IflUT 
TES n 

M. IP AVAILAILI II ram aica, woula rou n iiruffta ti rAtitio ro a voariOMU. iPfciAiiir aoout taaiiim, 

EOUCATIOI. Oi OnOTNEIT OmiTUIITilSI TIS M 


6t. PLEASE CLASilPY VQUi TTPff OP OOVATIOI. 


PIOFESSIOUL ( ) 
HAMOCtlAL ( ) 
SALES ( ) 
AGAIOILTIIIAL < ) 
MACMIIE TIADES ( ) 
MMCMAKEA ( > 


TCCmiCAl 

CLCttCAl 

SEIVICI 

nocestiio 
SENCNyou: 
OTMCAl 


( 

{ 

{ 

( 

< 


) 

} 

) 

} 

) 


62. UHAT CAM THE STATE OP OHIO 00 TO WIOVE UPtil 00 ICfT TOUA ENPLOTNCMT HEEOST 


AS. PLEAK LIST MIATEVIt AlEAS OP CMCEAM YOU HAVE TMT HAVE HOT lEEH AOOEESIEO IH THIS SUAVEY. AMO AMY 
RECCMCieATinB YOU NAY HAVE._ 


64, UMAT EECOMCMOATIOIt 00 YOU HAVE 01 MMT UOULD YOU LIQ TO SEE THAT UOULO MIMS A POSITIVE INAGI TO UOMEN 
VETEIAHSt 


65. PLEAK LIST AMY AOOITIOML COmiMTS, POSITIVE 01 lEOATIVE EXPEEIEHCES, THAT YOU PEEL UOULO H IIMOTAMT FOE 
THIS OOWITTEE TO COUSIOEI IN OUR KCOWATlfllS. 


Af«lA« «• MUld likA t* MOTMA OUT A(^m1aTI«A fCT VOUT (!•»« rKMMMldHt lOM, wU COMMVtA. THU CCMITIM <■ 

•itMya AvilVAbl* c« «e««pc sny urfctAn tMilaenlM Prai yw. II w My b* of MAtHtanct to you. ploAM do not 
hMlTAtt u contKC ui. Thank you. 


« GOVERIORH OPPICt OP VETERAN APPAIIS 

« ATTMi COIIITTIE 01 UQNEM VETERANS 

« 77 SOUTH HiCM STREET, 90TH FLOOR 

• COLUMKIt, OHIO iSZ66>060t 


PLEAK IMOICATE THE OOIBTT II UNICH TOU LIVI.^,, 

UOULO TOU M UILLIMO TO KRVE ON A SUO-COPWITTEE 01 VOLUNTEER TO UDRK ON PROJECTS TO IMPROVE CONDITIONS OR UMEFITS 
FOR UCMEM VETERAMST TES HO 

IF TOU HAVE AMSUilfO TER TO THE AlOVf OUESTION. Ui HEED TOUR JMRESS AMO PHONE MUMNEI TO CONTACT TOU. TO KEEP TOUR 
SUmT COlPIOEMTIAL, PLEAK MAIL THIS lESPQMK IN A KPARATC ENVELOPE. 


HAME 

ADDRESS 

CITT/STATI IIP 

DAT PHOKL ) 

NIGHT PIKMIEI ) 

KST TINE TO CONTACT 

Thank you. Uo look foruard to uorkins with you to l^ovo Llfo for nonon vatorana. 
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■enorikl* tttrft V. V*fn»vfcfi 
fVWTf 0il* 

Colu*«. «!• 4331S 

9Mr Owfwof Valnevtdii 


On JMarv U, IMS, tht tnvMtwr't MrlMry CaafttM #«r Mwn V»t*rM m» MtMlIMod. Ilw mMiim to 
MBprlwd of MMn wotorm «<4 ootl'M duty oorvIcoHOMn > tnoluOIr* OMtonol OmoH aiO ■worio • liio kowo oorvM 
(n ttio aflltorv fna Itorld Uor 11 lkr«^ tho Ooroian Owtf Uor <Oo* TM A). Vai Mkod Clio eoaittoo to prwr14b 
you with rocMMnriitlOTo on tlw Iooum, nooM onri o^ w o fn o of Ato mm votortm. Hm oonittoo Awolopoi tfw 
follwlno OMlti 

0 . Idontify onrf Aooooo tho opoelol nooA of mbhi Mtorm In Alo. 

b. frovlA Infonotion aootlnf tA nooA of mma votwm, includino konof Ito nrf mtltlMMo, oducotfon, 
ond trolnino for wwMloiatnt Arou^ roforrol proofMot Tlio ooBittoo will roooorA «l aooooo Ao noodo of 
MMn MtorM, IdHitIty oonicoo OMromly offorod. aiA Atondno Aot oorvicoo oro lockino • to licludo bonoflto 
Md ontItloMnto, odueotfon, oaI*)**"* trolnino, *id roforrol proyrMO. 

«, tooonnd ond plA OMnto tanarlno mam votoroM iOm Mwo oorood Md Aooo oirroMly oorvlA In Ao 
■llltoryi Tho coonlttoo olll wtlllM Aooo OMnto oo o My of dowoloplny wd oAoncIno o pooltloo loooo of Mom 
votorono. 

d. Coordlnoto and OMiltor offorto to occoaHA oil of Ao Asm teola aid AJootlvooi Ao oowittoo 
dKidod to ootAIIA polnto of oMtoet olA vorloui oroanitotlono to ooAiro Informtlan and ovoid dAllcoto 


offorto. 

Ala oonatitutoo an Intorla roport on caoBlttao actlvltloa Auo for. 

Tho oooMltloo OHt tOMn tlaoo In IMS. OutIa Ato lloolfono. Ao aoMltkao totAllaltad polnM of aoMoet 
olth varlouB oroanlutlono to acA'ro Inforaotlon t an a or n lA mom votorono and to ovoid di^lMilon of offort 
«l A othor oryonliottono Ao dool In oorviny mam vo t or o no. Of on ootlaotad SO, MO ImoIo votor o no In Ao Stoto 
of Alo, Ao coaaittoo hao boon oMo to Idantlfy by nao and aurrant odAood only T,00b. Ala offort la anyolny 
and a AtAooo boo boon ootAllobad to yrovlA o oyoton A yoranon i ly Idatlfy and troA Msan votorono. 
Mdftlonolly, Ao onarfttoo dmtopod Md diotrlbutod 4,000 Ue«n yotorm flold lurvoyo fOoo TM l> w aoolot In 
Ao IdiMffIcotlon of MM votorano' naoA. laiavar, Ala offort lo ot o atanAtlll oo Ao oool of roprodualny 
and Alllny ourvoya hoa baan prAlbftIvo boyad At curfont dlatrlbutlan. In ar A r to koA Ala affart anyolny, 
AdltlMol fMdtr« sat bo provIdM. 

Owiny tha Mtha of Jmo, fuly, aid AMuot, Ao aoaiittoo hold olAt pAlla hoorinyo (Ooo TM C> ArouAout 
tba Itato of Alo. In Aoao oroaa idioro Ao nadlo uao not raaponolvo to naM roloaoao, fw Moon votarm 
tootiflod. In thoao arooa vbaro Ao toatlaonloU woro vtAly puMlatiad, tMncy ar mto MOMt votorano toatiflad. 
Vonoral roaponoaa and faodbock fraa obm vataran taotlMlota Inaludai 
0. Ubm vatarana Mnt a «fapala* votoran oryanixotfan. 
b. WoM vatorano oro IU*lnforpad of Aoir votoran banofita. 
a. WoM votorara aro undM'OppItMd. 

d. Ubm vataran pllltory JA akilla A not ooolly tranoloto Into tho tIvlIlM Mviraraant. 

0 . H«M votorors owit aaro floalMo adueotlanal banoflA. 
f. Unaan votorara naod a ara*aourao rofaranao for ovollaMo Anoflta. 

At Ala tiA, It ta too toon to anolyia Ao rooutto of tea* t.yoO aurvvyo ratumad ao tho aoAl'ny !• too awlU 

OwvraU. caaaittoa aaAaro fott Aot tha public hoorlnpa oora aMvaaatvl and olU attoAt to hold hoorlrpo 
oyoln In 19M. aodlo o^ppart oauld ineroaoo tho llkollheed of inm votoran attMdanat durlny Aooo tootiMlala, 
and tho eoAlttoo vlU work touord Ala pnU 

Tha coaaittaa aatlaatao that It oltt tAa ot tooot a aAtr 12*18 aanAa to obtain tha paola oatAllAad and 
Mko rocoMnAtlona AIA will Alp direct Alo In iMoviny aorvieoo. hoolA coro, oAor banofita, Md piAtIc 
aaraaii of wiaan votorona* aorvloo to our eawicry. loconcty. At OAtt of Oriyai ptMlibod Md diatrlbutod a 
aowitryulA Ubbm VotorM Coordinatora Plroetory IPao TA8 P). It Is oaporowt that ao vorol atotoo mo uorklny 
toMrd Ao OMO yoala and Aot Aara la a rwod for o Mi oaurca notional OMlttoo. Inoofor no Ao coHiIttoo la 
M ail-volMtoor tffort, cowtlota Aom haura" haw boM dwatad ta ccAlitaa actIvltiM Am far. Tho iotlanol 
dMrd and oyyi have boM aipportlva In prowldiny aar vla a o A aovM aano of Ao ooot of away raprodMtiM vd 
paotal aorvlaoo. youoMr, oAltlaral aiipport It roprirod In Aooo ariao A rooA ao OMf umm vo t orano oa la 
paaalUo. UaM vatorana aoao hMitant to lAnttfy Aaoaatvoa oo wA, AIA oIa aauaoo prAlM In ataooolny 
Ao ntoA of Alo papulotlM. In thaoa Inntancoa A a r o oobm vo t orono could Mticwloto o aaMIc prabtoi ar 
noA, Ao aoMlttoo hoa bOM Isadlataly roapanolA and otta^A to owiat At fooolt vttorM AroiA> rofMral to 
At appraprioto opanay aA faVlaortp Aoro naraaairy. 

Tho OMittoo Bill nait oaat In Jonury 1M1. 


taapMt fully aobAttA, 

aaiyTiN m. en 

WUA, WIO MM 


Oial r paro M 
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>ur<n« mf <«»>. t tr<«4 i* rctvm t« van far a aMrt «f«a. M I Ma iM*la ta parfar« mr naraai mpk aa a tv»iat at 

Mrat. Thta aa^anr M4 alaa ataaai m an arakaftan far aiaafna aar* ta tka «MMar af mf uvainiaBnia, but I tnfa««a4 titM i 
nab aaaban la cha >a»afnar«a «ffiaa W faM aut la mm ltta*al ta fira aa far alaaln* Mrh «ua ta m aUaklllty. Cl llaa mM 
tkay kallaaaa aa. I kad talba* ta taa •avatnar'a Offfaa. kwt t aaa ta«a Mat Ma laa I «a «»cina kak bavi aiaaalwak «<M tka 
laat aaalniBtratlan). Tka aaManr i aarkaa far, kaHavar, aaka mr Ufa alaarMia kr faratna aa ta aarnr aiaata af kaamr fllaa 
frta ana alaa af tka kylltflng ta tka atkar Man tkar >naa I mm «MMa ta kaia Maa. I avaniually fauM a parftlM paaltlan at 

■ la ar aaian aattka aftar tka auraary, QMrM I fact Inataaitlty ratiattlna tnk a pain I haa nat aaparlMwaa kafara tka 

■uraary. nw raaiMnta araaarlkaa mm mm mrntrlti mM ataaag mb an a aaavlar MMlaai Mir^y araarM. Oaar a taa mmM parlaa, 
ay aaavpatlanal tkaraalat natak m pain MaMtat ana ay ranaa af aatlan Manraaaaa by half. Ma irtaM ta aat m la aaa tka 
akauiMif aMaalailai, kuC m aara katk ant alM aaCa faalManta altk aaa trlpa. t mbm'i Man baain ta aa»Mt kaa aany raaikanta 
inalatak mat If tkay aaui«i<t aiMCaln ay praMm tkat na mm alaa aawta ka akia la alMar. bma aaria aaManca Mawt nat 

visil tka ”*aln citniaa •• a paaiMmia far a payMaiaalaat MMlyala ttmmmt. 

kaalkaa ay amtkly kaur artkaaakU a«*ainMM, avary traataant mmm ta aaMam aaklaal laaknalavr aaa triak. Laat aiMar I 
•aa klaalkk b*i kaMv a aaak fraa ay parfllm JM kaaauaa I kak ta krfaa ta kaka Part I tiaaa a «aat far • m Mpaintaanta. 

Bua ta tka Canp arlm. I kik nat fat Inta aarb tmll la'll m ank I bpp mmmmmrn ta atart at btM. ky baaa prau wary Imatlam 
•nk mnaatak My I aaaCk nat aaba mr appalMaanta an ay karaanal Kaa. t triak ta aimipin na w ayaiaa ta kik aik tkat tka 
kaaaltal Ma Miy apan fraa ••tiM far aakaiManta. M paaaCa Ma kana anarlMaak a V* kaa»liali firat bank pra nat aapaaia af 
Mkaratankiwa it. l aaa faraak ta rtkltn Mkar kuraaa in imnmiy af Mia yaar. Tba rant aar. •mmmr, I raaatvak tka laitar 
fraa iim va atailnp ay t yaar aakkai aM auaaaaaful ank I mm rnrnrmm a ratln*. I laaklaiaty raalatarak far a aallak* 
•a^a. t kak aantakiak a Iwyar mmm mr Jab. kM akviamly ay kaaa kkk taa kaaaiaa tka naat laanaay ka aallak ta affar mr JM 
baak. I kaailnak Ma affar anaaink tka ancy raaaan ma kaaaiaa ka 
klan't aant ta ka twak. 


flnaliy, a f^Ca raalkmt taak Ma tiaa tkla aarlna ta rMaarn ay aaaa klatarv ank mr typa af prtkita ank flraily pat Ma kaak 
af artiMkaklaa at katk kakt »mf% ark iwiMraIfy kaakttaU ta laak at aa. ka ank Ma raaawnkbk aurpanr la carraat Ma lat 
•urpary Mlak piaaak ay akauCkar Jalnt aff kaianaa. Tkay kMMrlkak tka t*«a af M'kary I Mulk kava ank t aabak far a aaaank 
alinlan. Tka kaak artka aiMkaan «• nat a akawikar maafaltat by Ma aay " pam bp Ma naa af Ma (kiyalalM Ma kaaa all tka 
ikara far araa atkiataa, at«. at Ma eiamlank kllnla. ky vlalt m bik mm vary anltMibnlnp. I hnaa ay firat aMpary kak 
aarawak m. but I ki«t*t bnaa kaa kakiy. Tkla kaatar talk ka May kIk Ma MOM aurpary far ay aanktllM Ma ftrat ilka 
It fMvar Bkaulk kava takan P kaura. aftar Ma aurpary, ay mm mm klaaak In Ma arwp kaallnp paaltlan mP I Maulp nat 
kaa any asavalyaa far l>J aancka. Man I kaaartkak Ma aurpary Ma kaak arMa aarpaan at tka Vk aaniak ta pa ta aarraat 
mr prakiaa. Mia Myti**bn aafk Mat arpari' aniy kak a Ibi auaaaat rata Mk prMMIy aaulk kaaa aaka ay aMkltfan mm> aaraa. 


M MMpaatak I ha«a tka aurpary I akauik kaaa kap aka ffraa tlua. a full aapaular MIft. wM It akaulk anIy tMa t kaura. I 
Hill aa plaaak in a Mrtfal kaky aaat far 4 uaaha aa baap mr ara • MauiMar aamiataty Imakila. 


I aa nau. kanavar. afraik af kavinp Mia aMpary kaw aa aka W kaaplaai. Pkalaualy na ant Mara bnaua kau la ka Ma aarraat 
praaakura aaa | raaiiy ka nat wnt Maa wainp aa aa a putnas k<p. UNfarbMataty. 1 kawa a Imp kark fl|fil Maak af m baaauaa 
faa haata Mill nat aMtra a t aut a aMpary If ft aan ha Pmb at tka m haapftai. ky laabank'B InaurMaa «(ll nat pay far It 
biiaiPt ka ip In Ma praraaa af Manplwp Jaha Mk f alK ka Mkar a ana rmmr pra^aafatinp pankItiM aaalualM Maa hla nau 
Inauranaa ktyba In. if yau haua any IMa tka baat rauta I aautk ttka raparkfnp Mia prMlM. piaaaa aantaat aa. 
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WOMEN VETERANS’ QUESTIONNAIRE 
MTAtTMINT or vnnuM AirMllf 
TtMt Oolpitliat CMe 
isa Qtwfcli Attii— 

43414 

L 

2. PwMarStrTiMt VtotaMi Vhtaaoiln 

WorMWart WarMWarD MVImm 

KarMB fnlMOatf OHht 

3. Afiyoawrtaotfy wedTti««f»ath>VATlDlrf»0windM4Cllwlet 

Ym Ni 

ir|«,«titil]rp*M«fcant (dMrt all tiMI applj) 

GMimlkMMM RijitealTlHnfy DMal 

MMRlBMkk OyHiHry/OpimilBiiiip »bw» 

Matndtta 

g BMahnwlt 

4. IMi«4lMlprfTkcMtaMkN 

1 Pi4iaflmaMwnio«riwit 

4. g |M nealM |jB«alag|c cm ■! ilw clafet 4U laa M |Mr iMl 
niMhuiin wm il iiian>T NoiappHciUi 

gaiifhiMaplalRi 

?. WUAphfAeluiMiyrMrnftriipravUajPavpiMriaikcwaT 
Midi rMb fTi prrflTMMa 

t. Bm ym wuHwm I aay > f (i > l ii / < rn i»ll l M wMh n n lf tw % cart it 
iMidtaict Ym No 

Uym, ■^■■ w p^ili l 

f. W«aU ym bo la M rio<o4 ta oftowftn • boohh foir wllb o«hor woniM 
foltfaaiT Yoo No 

It. WW oAKOtload program tapla «o«U baaroit pout 

VAloao«i romalaCMmn Wo%btLom 

ll iaopiaw Fruiali oil Byinam gig) 

T roo muk tuom lyaAwwo (TTYP) 

OiharTaplM<ipo>liy>i 

U.NomHf)prtiaiO< 

8mU Sicarig ft 
Aitfom! 

Oty tela ZIpCbdo 

UAD IB lAGK or THB ftAOS FOB SITUBN D0IKUCI1OM 
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Testimony of Carolyn Rennert 

Congtririnnil Sabamiinlllce Heuiiig on 
Women'* HcalttcaM In tbe VA 

Maidi%19»4 

Ohalraan Ivans, MasAars of tbs finanittssi 

My naas is Carolyn Rsnnsrt. I aa a 100% ssrvies eonnsetsd 
disablad vstsran. I aa a llfstlas asabsr of Olsablsd Aaarioan 
Vstsrana, Ohaptsr 84 in Vaeavills, Ca., a aaabsr of Tbs National 
Association for Uniforaad tsrvioss. Chapter 4 in Fairfield, Ca., 
and 3rd Vios-prssidsnt of tbs Unitsd Veterans Msaorial Assoo. in 
Vaoavills, CA. I an also tbs Vios-Chainaonan of Operation VA. 

I an a ehronioally ill vstsran who was nadi-vaesd hosM 
during Viet Haa and hava bean dealing with tbs VA hsalth syatsn 
svar since. Chronic illnaasas linit, disable and blind. They 
age, robbing the ill of any resasmiance of nornal life. Chronic 
illnesses are incurable and will not go away. Healthy people do 
not understand what life la like for soaeone like nyself. 

People look at the ill differently and do not seen to realite 
that we are still functioning, worthwhile hunan beings, even if 
we are no longer able to work. The VA has labled ae ‘Disabled'. 
I have had to adjust ay life, and in the process I have learned 
to hold all ay feelings and pains Inside because aost people do 
not know how to react to those who are ill. 

In addition to dealing with ay disability on a dally basis, 
the frustrations that I, or any other woasn veteran, encounter 
vrtien seeking aadleal trsataent in the VA systea is appalling. 
Woaen veterans are not treated with respect. At the present 
tine, there is a six to nine nonth wait for an appointnent with 
the one part-tine gynecologist who sess the nore than 84,000 
woaen veterans in Northern California. If a wo nan veteran 
cannot wait the six nontbs, sbo is sesn by one of the general 
nadlclna doctors, who are usually not versed in woasn ‘s health 
care issues and appsar displeased with treating a wonan dua to 
this reason. 
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Mr. Ohairaan, It aaddana aa daaply to raport to you that 
aoaan ' a hoalth oaro has not iaprovad or boon addrossad by tho 
out-pationt ollnlo In taoraaanto, Oa., tho ellnlo that is 
noarost to ay hoaa, a SO alls trip ons-aay. Routlnoly, aoaan 
vatsrans aro not offsrad broaat oxaas or oaaaograaa or any othor 
proooduro inhorant to anaan's haalth ears. If I asak troataant 
for a oondltlon outsldo ganaral aadiotno, I aa roforrod to a 
facility 175 alias aaay in Palo Alto. This rafaral starts a 
Isngthy prooaas to prowlda aa sdth tho ears aandatad by oongrass 
for ay sarvioa-oonnaotod oondltlon. 

My aoat rsoant hospltallxatlon , in Novaabsr, ans at ths VA 
'In San Franoisoo. 1 «ias ths only aoaan vstsran In ths hospital, 
and privacy saia at a praaiua. I had to shars tho saas ooaaunal 
bathrooa aa ths son. Whan it s>as tins for aa to uas ths 
faollitloa, thoro aas pandoasmlua olsarlng out ths bathrooa and 
ahovmr so that I oould uas it. Itsas available for aoasn, and 
aon, aiara alaost non-axistant — no toothbrush, no soap, no 
stashbasin, no oaosia basin. In fact, ahan X askad for a sator 
glass I Stas given a stsrllo urine oup,. As far as X could 
asesrtaln thsrs store no gander spaelfio itoas avallabls. 

Xn addition to tho look of faellitios for stoaon vatorans, 
tha dlsroapoot and noglaot of stoaon is sxaapliflsd in this story 
froa a follost sttnaan veteran. At tho ago of ig, she stas raped by 
a aan aho she tolls ae stas her ox-ooaaandlng of floor. After the 
attaak, she aado her nay book to her barraofcs to in fora the 
Charge of Ouartors; tho staa aot stith disbelief, the stent to the 
hospital and again stas treated poorly, tho stas given a cursory 
polvio oxaa srlthout another stoaan present, and she stas net given 
tha opportunity to speak stith a rape erisis oounsolor. But! the 
staa given an Artlola IS and dlsehargod stith a general discharge 
froa tho sarvioa. Noodlaas to say, the aan stas not roprlaandad, 
ditohargad, or daaoted. This stoaan veteran nost dasorlbos tho 
last 2S years of her life at a 'loss' booausa she has lost svary 
aaotlon. Xn tho last year she has applied for a 
sreviee-oonnoetad disability for Pest Trauaatie Stress disorder. 
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Sh« has bssn dsnisd. How many othar woasn have had to suffar 
such an Injustlca? Whan is tha govarnaant and tha VA going to 
taka thair haads out of tha sand, look at tha naads of tha woaan 
vataran, and stop traating us as nonparsons which tha dictionary 
dafinas as, *a parson ragardad by tha govarnnant as not 
axisting . * 

Tha Most prassing naad, for wo Min vatarans, is a 
eoordinatad and profassional prograa that would idantify wo wan 
vatarans in avary stata and datansina thair naads and advisa 
thaa of tha vatarans banafits to which thay ara antitlad. 
Howavar, it is suraly apparant, that daspita tha VA*s sonawhat 
aggrassiva actions to ansura aqual aeeass for wowan for all 
traataant and aadical prograas and addrass thair uniqua naads, 
tha problaa of inforaing woaan vatarans of thair^ banaf its still 
saaas to rasist tha VA*s bast outraaoh af forts.* A survay of 
1S4S woaan vatarans in Oalifornla ravaalad that only 14% of thaa 
avar oontaetad a woaan *s coordinator now stationad in all 
California VA hospitals. Tha survay oonflras that outraaoh and 
aducation should ba tha VA*s highast priority. Woaan vatarans 
hava historically aada a significant contribution to tha Unitad 
Statas and tha state of California. It is Inouabant upon our 
nation to ansura that thasa woswn ara located and advised of 
thair antltlaaants and that thay raoiava aqual access to 
veteran's banafits. 

Tha issues that affect woaan vatarans not only affect 
thaa, but all othar vatarans. Tha outpatient clinics in 
Northern California ara so ovaitburdanad and backlogged that 
there is usually a four to six hour wait even if there is a 
scheduled appolntaant. Wa vatarans wait in long lines for tha 
siaplast procedures, if wa can gat than at all. Is it any 
wonder that only 9% of tha vataran population in tha Unitad 
Statas even attanpts to use tha VA aadical systaa? 

Every chronically ill vataran realistically knows that 
further hospitalizations will ba naoassary. In such a parson's 
life there is always turaoil and frustration whan one knows that 
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one* again aadloal halp wiat b* nought. Now in Northern 
California, with tha added burden of not knowing where w* will 
go for that aedleal care, tha anger and fruatratlon already felt 
Is heightened. 

Tha hospital In San Franelsoo Is old and sorely In need of 
renovation. The 200 bad facility serves over S00,000 veterans. 
In 1991, within 120 days, the VA closed down the Nedloal Center 
In Martinez, California. At tha tlsM of olosure, there were 290 
patients that had to be either dlseharged or transferred to the 
already orltlaally overcrowded VA In San Franelsoo. 

As I previously stated, I an Vlcs-Chalrwowan of Operation 
VA, a group which was fornad In tha spring of 1993 to help 
Insure that the funding for the raplaeeaent hospital at Travis 
Air Fore* Base Is appropriated. The ensuing battle for the 
appropriation of funds has been a long hard fight. W* veterans 
have waited three years for a replaceasnt faelllty. The 
oonpletlon date for the hospital Is scheduled for Deeeaber 1998. 

This tlsi* line Is unaoeaptabl* to every veteran living In 
Northern California. The California State Legislature, Senator* 
Felnsteln and Thosipson, Congressswn Haaburg and Fazio, veteran's 
organization around the country, to nan* a few, endorse 
Operation VA. W* Intend to keep pushing for the funds to build 
this hospital. There are sosm of us who night not sea this 
hospital bacon* a reality, but the veterans of Northern 
California will continue to rally and fight for this oritieally 
needed hospital. I feel It la aqf duty to report that there have 
been docunented eases of veterans dying In Northern California 
because they had no VA facility to get oonprehanslv* aiedloal 
oar*. 

Mr. Chalrawn, thank you for giving n* the opportunity to 
oona to Washington and report to you the unsatisfactory 
condition of wosun's health car* in the VA systan. All around 
this roon today you are seeing the nany wonen veterans who wore 
willing to give their all In their service to our great aountry. 
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W* laplor* you to toko our otorios to othor ■■■horm of our 
govornaont and to aaka thaa aiwara of tha atrooitlaa that wo havo 
Inourrod and still oontinua to llvs with on a day to day baala. 
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Testlmor.y before the House Veterans' Affair 
Subcommittee on Oversight and Investigation. 
Submitted by: 

Joanne Sulewski, M.D. 

VA Medical Center 
3495 Bailey Avenue 
Buffalo, NY 14215 

March 9, 1994 

(716)862-3604 
FAX: (716)862-3731 
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VA provlBlon of gander «p»clfle health eare te woman vaf rans and 
probleae Qncountftrad bv woman vetTanB in obtaining VA provided 

heaith car.e> 

Health care for women le undergoing change. An Integration 
rather than a fragmentation of services like cardiology, 
dermatology, rehabilitation medicine, gynecology, etc is advocated. 
The VA is providing the leadership for a primary care approach to 
health care for women. This year a fellowship program on womens 
health will be offered at 5 VA Medical Centers. The Buffalo VA 
hopes to be selected as one of the centers. 

Patient education eervlcas are limited for women veterans. 
Nurse educators, equipment, facilities and staff are needed to 
provide this resource. Through a women veterans advisory committee 
at each VA facility such needs can be identified. 

Access to health care should be streamlined. No one should 
have to wait several hours in the emergency room to register and 
undergo a triage evaluation to be scheduled for the gynecology 
clinic some weeks later for the mammogram, originally requested by 
the patient, to be scheduled. Similarly, health care for women 
veterans who are VA employees should be streamlined and 
confidential; although, confidentiality is always difficult in any 
institution. Some women veterans who are employees feel tossed 
between employee health and VA clinics. The women veterans 
coordinator and the women veterans health care provider facilitate 
health care delivery at our VA. 

Services for rape survivors have improved at the Buffalo VA. 
Women patients are examined by a physician in the emergency room 
and accompanied by an advocate in an unmarked vehicle to the county 
hospital for specialized care with follow-up care provided by 
counselors at the VA. 

Mammogram results could be available the day of the 
examination and shared with the patient. Private facilities 
provide results to women the day of the examination. He are trying 
to provide similar services for our women veterans. He are 
exploring developing a shuttle service that provides round trip 
transportation to nearby VA facilities in order to facilitate 
services to women veterans in Western New York. 

Availability In VA facilities of personal h ygiene products : 

toiletries, cosmatics. clothing and other gender specific items 
used bv women veterans. 

Inpatient pajamas, gowns and bathrobes have been improved for 
women patients at the VA. These are color coordinated in pink, 
peach, teal, blue or yellow and are of high quality texture. 
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Patient gowns in the anbuletory care area are email or medium 
in size. The larger patient often is exposed becauee larger sized 
gowns are not available. This need has been identified at the 
Buffalo VA and will be corrected. 

Large bulky diapers rather than thin, highly absorbent liners 
are provided to women who require protection from incomplete 
bladder control. He are ordering the appropriate protective items. 

To secure a personal hygiene item, a woman must ask the nurse 
in the unit or purchase the items herself in the canteen during 
business hours, unleea a supply area for such items can be made 
accessible to the women. The bathrooms for women lack dispensers 
for personal hygiene items of women. He are aware of these 
concerns and are trying to adjust to meet these needs. 

Canteen goods, toiletries, clothing and cosmetics are costly 
and seem geared toward employees rather than patients. The items 
often are imported. 

VA provided counsellna for woman veterans who are victims of sexual 
tEaMWa 1 . 

Thera is some difficulty in ascertaining survivors of sexual 
trauma. Health care providers have not been trained to elicit this 
information. The VA has taken a leadership role to provide such 
training. 

Once Identified, any time limitation on counseling services 
subjects the women patient to inadequate treatment. Survivors on 
an average take 7 years to report sexual trauma. They often suffer 
from physical and emotional difficulties until later in life. 

Counselors, physicians and other health care providers need 
more training and education on sexual trauma in order to provide 
appropriate therapy for women patients. Here trained health care 
providers are needed for treating the increasing numbers of 
identified survivors. 

The effectlveneas of VA's Homen Vete rans Coordinator Program. 

The program started through an Act of Congress in 1983. 
Coordinators were appointed at most facilities and were expected to 
and did assume the additional duties. Primarily they were 
administrators, secretaries, nurses, technicians, physiciens, etc. 
This past year the preference has been to assign social workers or 
nurse practitioners as woman veterans ooordinators. 


2 
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In the 6 yaars In which I hava participated in wonan's health 
care at the VA the women veteran coordinatora program hae 
significantly advanced the delivery of health care to wonan 
veterans. National conferences are held biannually. Conferences 
for the region have been held in Buffalo in altornate years whan 
national conferences ware not held. More educational programs and 
conferences are needed to update and train women veteran 
coordinators. 

A regional Women Veterans Coordinator has been appointed to 
Region i this past year. 

Newly hired women veteran coordinators at VA facilities need 
special training aside from national and regional conferences. The 
Buffalo VA is in the process of developing small-group training 
SOBS ions. 

Special conferences (eg. Sexual Trauma held in 1993) train 
health care providers to benefit women veterans* Yet all women 
veterans coordinators did not have accese to the conference. Women 
veteran coordinatora should be invited to all national conferences 
pertaining to womens health care. 

Women veteran coordinatora to be effective should have access 
to the VA Medical Canter Director. This has been particularly 
helpful at the Buffalo VA in promoting womens health care. Mr. 
Richard Droske, Medical Center Director, Buffalo, NY, has been 
exceptionally supportive and creative in promoting womens health 
care for veterans. 

Women veteran Coordinators need training, authority, and 
priority given for women veteran's health care issues. They need 
to be able to cut rad tape. They need to know woman veterans 
Issues, womens concerns and preferably have some medical training 
skills. They are a valuable asset to the VA's womens health care 
program. 

When a women's health care program is developed in a VA 
facility, there are few ways to promote the program within the 
community. Except for recruiting nurses, there is no advertising 
budget for promoting the health caro benefits and programs to which 
women veterans are entitled. Our primary access to women veterans 
has been through the Erleco Womens Post ^1586, American Legion. 
Mrs* Helen Jacob, who founded the Post, has been an invaluable 
asset to the VA, women veterans, and to me personally in developing 
a womens health care program. 

VA medical facility accommodation of woman veteran patients. 

Our facility is approximately 50 years old. More than 2 
private rooms with showers are needed among 34 beds in a wing. 
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Women veteran patients are given priority for private rooms 
with showers. If one of the private rooms is used for medical 
isolation or special medical treatment then there is only one room 
on the wing for a women patient. Wings are oriented according to 
services like surgery or medicine in order to provide the highest 
skilled personnel and to centralize specialized equipment. 

Whan a women veteran enters the hospital for surgery, she may 
spend her pre-operative time on another floor while arrangements on 
the surgical floor are made to accommodate her. More private rooms 
with bathroom facilities are need for the VA to be competitive with 
non VA facilities. 

One telephone on each wing is wheeled by nurses to patients' 
bedsides. This is an inexcusable use of nurses' time and 
illustrates the spartan accommodations provided veterans. With the 
assistance of Congressman Jack Quinn, the problem has been solved 
for the Buffalo VA. Bedside phones are in the process of boing 
Installed through a cooperative effort, which he arranged, between 
unions and the VA. 

The incidence of cancer among women veterans and their non veteran 
peers . 

The Harris Study, a telephone survey, of nearly a decade ago, 
found the incidence of cancer among women veterans to be almost 
twofold that of hon veteran peers. Cancer of the reproductive 
organs occurred more frequently than cancer of the breast, opposite 
the occurrence among non veteran peers. The incidence of skin 
cancer was greater among women veterans than non veteran peers. 

The Harris $tudy was retrospective. Neither a prospective 
study nor any other study has been done to verify or update the 
findings since the Harris study. 

The VA laoks a central tumor registry. The majority of 
comprehensive VA Medical Centers have a registry but the reports 
are not made to a central tumor registry. This con be corrected 
through the Docentralired Hospital computer Program. One or two 
individuals are needed at Central Office to operate the 
computerized tumor registry. The program to collect data is 
available and is used at the Buffalo VA. 

If there were a central tumor registry, more information could 
bo ascertained on the incidence, types, and stages of cancer among 
women veterans. If cancers detected were more in the later stages. 
Improved patient education and tumor screening would be needed. If 
the number of women veterans with breast or pelvic organ cancers 
were known it would help determine how many oncology trained 
specialists in surgery, gynecology or radiology were needed. 
Multiple other parameters similarity can be evaluated with a 
central tumor registry. 
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A VA Medical Center, like Buffalo, barely neete the baeic 
number of mammograms required to provide proficiency in 
interpretation among the radiologists. There is little incentive 
for radiologists or other physicians to improve their skills, in 
interpreting mammMrams, performing needle localization of tumors 
or needle core blcpsles, etc, unless they are supported by the VA 
to update their professional skills. 


S. 
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WOMEN’S HEALTH CARE IN THE DEPARTMENT OFVETERANS AFFAIRS 


Good morning and thank you. Mr. Chairman and Members of the 
Committee I would like to discuss my experience with women's 
health care, specifically at the Minne^mlis VAMC. I am a physician 
who trained at the University of Minnesota system receiving part of 
my residency and fellowship training at the Minneapolis VAMC. I am 
a board certified specialist in internal medicine and sub specialist in 
cardiology. My interest in cardiovascular disease in women brought 
me to greater involvement in women's health care in general. My 
perspective on women's health care in VA comes from my 
experience in the Minneapolis VAMC's, Women Veterans 
Comprehensive Health Center (WVCHC). 

I was privileged to join the WVCHC staff in August, 1993 when 
the clinic was initially developing. The WVCHC at the Minneapolis 
VAMC grew out of a history of serving women veterans beginning 
with the delivery of gynecologic services in 1974 through a 
contractual arrangement with the University of Minnesota. This 
clinic offered regular pap/pelvic examinations and gynecologic 
consultations. The Minneapolis VAMC then became the first VA 
facility to offer on-site mammography to women veterans in 1985, 
when under the leadership of Dr. Neil Wasserman (Radiologist), the 
Breast Cancer Detection Clinic was started. In this clinic, regular 
screening of women veterans by clinical breast examination and 
mammography was done annually. In 1988, Dr. Kristin Nichol (Chief, 
Section of General Internal Medicine) and Linda Daninger R.N., 
developed the Women's Preventive Medicine Clinic (WPMC) which 
offered cancer screening, cardiovascular risk factor screening, 
counselling on smoking cessation and immunizations. The WPMC 
worked with the Breast Cancer detection clinic and the gynecologic 
clinic to begin to coordinate preventive care for women veterans. 
These clinics were made part of the new WHCHC which opened on 
August 31, 1993. Dr. Kristine Ensrud, a leading investigator in the 
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field of osteoporosis and the most recent Director of the WPMC, 
provided the leadership for the center's formation and is now 
serving as the medical director of the Minneapolis WVCHC. We have 
seen patients for six months, and currently have an enrollment of 
1,086 women veterans. 

Whom do we serve? Our patients range in age from 20 to 90 
years of age. Of the women veterans over 40 years of age, we see the 
following distribution of the major killers and disablers of women - 
28% have known heart disease, 26% carry a current or past diagnosis 
of cancer and 20% have osteoporosis. Cardiovascular disease is the 
number one killer of women. This subset of the women veterans 
population (> 40 years of age) has a high prevalence of risk factors 
for cardiovascular disease - 61% are overweight, 42% have high 
blood pressure, 36% have a high cholesterol, 14% have diabetes and 
28% are still smoking. 

The most important part of the mission of WVCHC is to provide 
comprehensive primary and preventive health care services to 
women veterans in order to enable them to attain or maintain their 
optimum state of health. Two internists, (myself and Dr. Ensrud), 
and a Physician Assistant, Patricia Olson, are the health care 
providers. While all three providers participate in the delivery of 
primary health care to women veterans, our P.A. is the backbone of 
the preventive health portion of our clinic. In her preventive clinic, 
she sees each woman veteran on a yearly basis. The annual visit 
consists of assessment of individual health issues, cancer and 
cardiovascular risk factors and mental health needs; physical 
examination, clinical breast examination and instruction in breast 
self-examination, and pap and pelvic examination. When indicated, 
according to established guidelines, mammography is performed 
immediately after the preventive clinic visit. 

The two internists provide care for women with active medical 
problems and consultative care. Gynecologic consultation services 
continue to be provided through a contractual arrangement with the 
University of Minnesota, however, we hope to hire a gynecologist in 
July 1994. The gynecologist will provide gynecologic consultation 
and perform necessary gynecological surgery at the medical center. 
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Support from our dietitian, social worker, medical administration 
clerk, administrative secretary, clinical psychologist. Women 
Veterans Coordinator, research assistant and nurses are critical to 
delivering comprehensive care to our women veteran clients. 

The WVCHC is dedicated to fostering improvement in women's 
health care through efforts in research, education and quality 
assurance. Currently our research efforts are directed primarily at 
describing our population. The eight comprehensive centers are 
cooperating to develop uniform research methodology to allow for 
studies generalizable to the women veteran population at large. In 
our center, both internists are involved in national clinical trials on 
important areas of womens health care including the Study of 
Osteoporotic Fractures, the Fracture Intervention Trial and the 
Womens Health Initiative. In our institution, other investigators are 
encouraged to cooperate with us. Dr. Maureen Murdoch in our 
General Medicine section for example, is studying domestic violence 
in the women veteran population. Educationai efforts are ongoing at 
many levels. We hope to have medical students and medical 
residents regularly participating in the center. Each staff member 
serves to educate her peers in womens health. This includes active 
education in the medical, nursing, social work and mental health 
areas. Quality indicators are in place for pap smear, pelvic exams, 
and mammography. Monitoring results are routinely evaluated and 
the quality assurance program will be expanded. Recently we 
studied an aspect of our breast cancer detection program by 
comparing historical data on breast cancer risk factors obtained by 
our P.A. with those obtained by the mammography technicians. 

The Minneapolis WVCHC is committed to notifying all eligible 
women veterans in the Minneapolis VAMC service area through 
outreach efforts. This has proven to be challenging because there is 
no one master list of women veterans. Our Women Veterans 
Coordinator, Nancy O'Brien, has been creative in finding potential 
patients. She has coordindated multiple meetings at local 
conferences to get the word out. We have relied on the county 
veterans service officers to help spread the word in the areas outside 
the Twin Cities metro area. We regularly see women veterans who 
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have not been getting health care because they had no where to go. 
The burden of untreated medical and emotional problems has been 
alarming. For example, 32 women received counseling for sexual 
trauma in FY 93. 

We believe in serving (he physical and emotional needs of 
women veterans in a gender sensitive setting. In our center, the 
women have a place to come for any physical or mental health 
concern. They embrace this concept and enjoy the opportunity to 
interact with known and trusted providers and staff. 1 often hear 
"finally a place for us!" We are currently surveying patient 
satisfaction among our patients to help us identify what our clients 
feel we are doing well and what areas of services might be improved. 

Specific benefits of multidisciplinary comprehensive care 
include; the ability to coordinate patient appointments to avoid 
multiple visits; the ability to discharge patients from busy 

subspecialty clinics and the ability to streamline medication 
prescriptions due to enhanced understanding and communication 
amoung clinical disciplines. More centralized care for women 

veterans allows us to decrease the fragmentation of care, and 
provides an excellent way to coordinate our services with the mental 
health service. It has been very rewarding to have patients report 
feeling safe enough to allow the complete disclosure of their health 
needs. As health care providers, we continue to be impressed by the 
prevalence of serious mental health concerns in this population. We 
are currently gathering data to better understand the magnitude of 
this problem in order to enhance our services to meet the needs 
identified. 

Finally the Minneapolis WVCHC acknowledges our role as a 
vanguard program and realizes that we must serve as a model for 

other VAMCs in their efforts to establish women's health care 

programs. A variety of individuals from other VA facilities have 
done mini-residencies with us. Dr. Ensnid and I have participated on 
a variety of satellite teleconferences to offer our experiences. We 
also serve as a model of comprehensive health care delivery in our 
own VAMC. I believe that the multidisciplinary WVCHC offers an 
opportunity to demonstrate that Che comprehensive preventive and 
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primaiy care model of health care delivery may be a better way to 
serve all veterans. 

Thank you 
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SnTEMEMT Of 

BAKBJkltt BICXfOOBB/ M81I BVCB Ml? 

ADULT VUKSB PKACTITXOBBB/fBKALB TBTIBAV CO-COORDZBATOB 
f WOMBS 'S HBALTB CLZWIC COOBOIBATOB 
VAMC, BALBH, Tlrgisia 
BBfOU TBB 

HOOBB ▼BTBBAM8 AffAZBB BUBCOMMZTTBB OM 
OVEBSIOBT AMD ZMVBBTZOATIOHB 
MaroA 9, 1994 


Hr. chairaan and Maabara of tba Bubooaaittaai 


I aa plaaaad to ba hara today to praaaat Inforaation on tha faaala 
vatarans haaltb oara prograaa availabla at tha Balaa VA Nadioal 
Cantar. Z aa an Adult Muraa fraotitionar aaaignad to tha Day Unit 
aa wall aa tha faaala Tataran Co-Coordinator and Woaan'a Haaltb 
Clinic coordinator for tha Madioal Cantar* 

Qandar Spaoifio Ba alth Cara to Woaan Tataraaa 

Blnoa tha flrat VA publication davotad to faaala vatarana haalth 
oara vaa publiahad in 19S4 (M-B/Part 1, Chapter 29), tha rola, 
viaibility, and nuabar of vMian aarving in tha ailitary hava 
inoraaaad aignifioantly* Binoa that tiaa, aora woaan than avar 
bafora ara aaaking oara in PA faoilitiaa. Tha ataff at tha Balaa 
VAHC, in 1991, raoogniaad tha potantial naad for a Woaan'a Baalth 
Clinic (WHC) baaad upon tha followingt inoraaaa in tha nuabar of 
woaan aaaking oara at our faoility; tha Nadioal Cantar aaphaaia on 
providing oara to all vatarana; and tha vatarana Baalth 
Adminiatration <vha) fooua on aguity of aooaaa, aarvioa and 
banafita to tha growing nuabar of woman vatarana. Tha faaaibility 
of davaloping a WBC which would haightan oara alraady provided at 
our Nodical cantar waa diaouaaad with all lavala of adainiatration 
and an intardiaoiplinary taak force vaa oraatad to davalop a 
propoaal for ouch a clinic, in order to dataraina tha naad for WBC 
aarvicaa, an analyaia of our oatohaant area vaa conducted. A 
latter with aurvay vaa aailad to all faaala vatarana, notifying 
than of tha potential availability of haaltb aarvioaa. Baapondanta 
vara raquaatad to return the aurvay if intaraatad in olinio 
anrollaant. Tha taak force firat mat in Movaabar 1991. A program 
propoaal waa davalopad and approved. Tha olinio vaa aatabliahad and 
appointaanta vara aobadulad, initially giving priority to woman 
datarainad at high riak baaad upon olinioal criteria. The clinic 
vaa opened on June 29, 1993, and ia currently in operation 2 daya 
par weak. 

Raaourca. Allocationa 

One unique aapaot of Salaa'a Woaan'a Baalth Clinio ia that it vaa 
aatabliahad pradoainantly within aniatino raaouroaa . Phyaioal 
apace, aquipaant, and oonauaar foouaad naada vara major raaouroa 
iaauaa. Tha daeiaion waa aada to uaa one private patient room in 
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th« nwly •■taklishad asm Day Burgary/Prooaaura Cllnio as ths 
"Wemaii's Baaltli Cllaie." Daeoratiens (or tha araa vara doaatad by 
prlvata iadiTlduals and aarvloa organlsatiens. Ths roon la nev 
aasigaad to tha VHC tvloa a vaak and tha ranaindar of tha tins It 
anpporta othar ont-patlant aarvioos. Oandar apaeifio aqulpnant for 
uaa la tha VHC van oollaotsd ttom throughout tha Hadloal Cantor and 
oaatrallsad within tha Woaaa's Haalth Cllnio. Tha olinio has an 
adjoining bath, thus uaatlng TKh orltarla for prlvaoy during fanala 
axaainationa. A plaaaantly appolatad, eoafortabla, and quiat 
waiting araa is prowidad. 

Curraatly, Balan'a Voaan'a Haalth Cllnio is oparational two (2) 
daya par waak. Staffing raqulraaonta to support this arai 

1.0 Huraa Praotitionar 

1.0 Hagistarad Huraa 

1.0 HkB 
0.1 HD 

Tor tha raaainlng thraa (3) daya par waak, tha abowa rasouroaa ars 
aharad with Prlaary Cara and Sana Day Burgary/Prooadura Clinios. 
Total ataffing raquirad for a flwa CD day par waak olinio would ba 

3.1 PTBB. 

Conaultativa sarrloas to Intardlaelpllnary support ara inltlatad on 

an an naadsd basis. 

Barwioaa Prowidad 

Tha me was daaignad to prowlda a apaelaliiad and oonprahansiwa 
Intardiaoiplinary prograa to asssas, traat, and/or rafsr famala 
watarana for sueh illnosaas as oral, brsast, osrvioal, and 
ooloraotal oanoar; hypartsnsion; dlabstss nallitus; ostsoporoaia; 
and idantlfloation of risk factors sueh as hypsrohelastsrelaala. 
Bduoation regarding lifastyls ehangss is ons eonponant of tha 
prograa. 

In addition to routine seraanings prowidad, aorvioss awailabla 
Inoluda horaena raplaeaaent therapy (8HT) , inferaatien on and 
traataant of aasually transalttad dlsaasss (BTDs) , and oduoatien 
and eonnsaling for aaaual and physical abuse, aanopauaa, brsast 
aalf-sxaa (BSE) , aging, aaaoallty, nutrition, saoklng osBaatlon, 
diet oonnaaling, asaroias, ato. 

Prooaaa and Outooaaa 

Open adalaalon to tha olinio, a hlstery/data baaa. Initial 
aasossaont, and laboratory tests (ordered by tbs Huraa 
Praetltlonorl are ebtalnod by the BH. Purthsr asaonaaant and 
phyaloal aaaainatloa ara parferuad by the Huraa Praotitionar (HP) , 
who prowldas appreprlata oensnltatiena with ether diseiplinan as 
Indioatad. gyaaeelegloal sarwleaa nasdod and net awailabla at our 

t 
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faeility ara eoatraotad out to a looal haalth oaro faollity. 
Kaports of dlagaoatlo atodlaa axa raviavad by tha Vuraa 
Praotitienar in eoaaultation vlth tha Physielan-Llalaon whan 
iadleatad. 

Spaoifie fonu, auoh aa Hlatery a Phyaloal Baaa foraa. Log Bhaata, 
■tatiatiea BhaatSi OTarprintad Pollov-up lattars, Batlafaotlon 
surraya, and gi Boaltora wara daaalopad aad ara uaad to aaaura 
adoquata, ooaoiaa doeuaaatatioa aad appropriata oaaa aaaagaaaat for 
all patlaata. Tha patlaat la aotlfiad la arltiag of all roaulta by 
tha BP, aad ooaaultatloa aad/or rafarrala for traataaat of abaoraal 
fiadiaga ara ialtiatad aa iadloatad. Patlaat aatlafaotloa aurraya 
aad quality laprovauat aoaltora ara oagolag aad ara uaad to aodlfy 
aarrleaa la ordar to aahaaoa oara prorldad la tha ollalo. Wouaa 
attaadlag tha ollalo hava rapaatadly oeaaaotad oa how plaaaurabla 
It la to attaad a ollalo whloh rooogalBaa thalr gaador apaolflo 
aaada aad ooaoaraa. 

Haalth Cara Bduoatloa la pr<— «»-«»-a Dallwar v Modala 
Tha HRC la utlllaad for tralalag aad aduoatloa of aadloal 
raaldaata, ataff< aad atudaata. Tha raaldaata rotata through tha 
me aa part of thalr Prlaary Cara aaalgaaaat. Poat-araduata Huraa 
Praotltloaar atudaata praparlag for advaaoad praetloa rolas alao 
rotata through tha me, galalag ai^arlaaea la prowldlag gaadar 
apaolflo oara wlthla tha Prlaary Cara Salivary Modal. Tha mc baa 
groat potaatlal for raaaaroh projaota. This la raoogaliad aad 
balag aotlvaly purauod. 

coaaualeatlea Btrataolaa 

la kaaplag vlth tha "Cllaloal Affalra Moaaa Totaraaa coordlaatera 
Prograa auldo—Ootobor 7, IPPI,** aa latardlaolpllaary woaaa 
Tataraaa Mvlaory Coualttao vaa aatabllabad la Baptaabor 1993. Tha 
ooBBlttoo aaota aaathly aad ooaalata of tha Poaala vatoraa ce- 
Coordlaatora, two Moraa Praotltloaara, two MS'a, two RM'a, oao PhD, 
aa Oooupatloaal Tharaplat, aad a Barvloo Offloor (who la a faaala 
vatoraa) from a looal votoraaa aorvloa orgaalaatloa. Oaa aajer 
fooua of tha ooaalttao haa baoa aora ooaprohaaalvo ooaaooloatloa 
atrataglaa foouaod oa laoroaalag kaowladgo of avallablo aarvlooa to 
all faula votoraaa la our araa. Wo hava apoaaorad two aaaual opaa 
houaa prograaa whloh foouaod oa aarvlooa avallablo, how to aoooaa 
tha ayataa, aapaotatloaa froa oara provldad, ladlvlduala to ooataet 
for aaawara to quootloaa, toura of tha mc, ato. 

Through oollaboratloa with looal Vataraaa Barvloo orgaalBatloaa 
(▼BO) , ooBoaraa ovar foraal partlolpatlea aad lew or aea-attaadaaoa 
of woaaa la pest aaatlaga have baaa Idaatlflod. Thla praaaata a 
algalfloaat ooBBualoatloa dofieit for aaluaoad aliarlag of 
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Infonation regarding aTallabla faMala vataran oara aarvioas at 
this facility. BaTaral ccmuioatioB atratagiaa bava baaa 

initiatad« inaludiBgi davalof^aBt of a proBotional Woman's Haalth 
Clinio broobura; vso inTolvamant in Nadloal Cantar programs for 
woman watarans (including open Rousa programs; dinnar for 
participants of tba "Mareb to Wasbington" in support of tha Woman's 
viatnam War Manorial Dadioation; and raoognition racaption for 
Famala vataran M^loyaas at our Madioal Cantar) • Zn March 1994 
state Offieara of tba DAV will tour our woman's Haaltb Clinio. 
Thay will awaluata our program and sbara tbair findings with 
raspaetiwa posts. 

Not only bawa wa oomnuaicatad our aarvioas at tba local and state 
level# wa bava also shared our program with other VAMC's across tha 
nation. In saptambar 1992# Z participated in a panel on **Row to 
Establish A Woman's Haalth Clinic** at tha National Famala veterans 
Coordinators Confaranoa. Zn preparation for tha presentation# a 
handout was davalopad on tha spaoifics of how our clinic was 
established# including tha original proposal# all forma used in tha 
clinic# invitations used for tha open house# tba initial survey# 
ate. Eighty handouts ware distributed during tha confaranoa with 
tha request for fifty mors whan they could be mailed. A minimum of 
ona-hundrad and fifty (ISO) copies of this handout have bean mailed 
to VAMC's across tha United States. To data# in excess of forty 
facilities bava# through written or verbal confirmation# 
acluiowladgad use of Salem's Program Modal for davalopmant# 
implamantation# and/or modification of their WBC programs. 

Effactivanass of VA's Woman Vatarans Coordinator Program 
Our Medical Cantar has two Famala Vataran Coordinators. There are 
shared raspcnaibilitias of tha position# including: visitation to 
all new famala veterans admitted to tba Madioal Center; 
participation in tha Eastern Region Woman Vataran Coordinators 
ooBfaranca calls; oomplating surveys on woman's haalth oara issues; 
Chairing tba Famala Advisory Committee; follow-up on famala issues 
and concarns; collaborative communication of services to famala 
veterans; etc. 

Otti.r BD.olflo 8.rTlc.. Prevla.a 

Q.iid.r 8 D. 0 HI 0 itM. for ■.■.n Y.t.r.n. 

The Salem VAMC carries a complete line of products used by famala 
vatarans# including personal bygiana products# toiletries# 
cosmetics# and clothing. Tba Medical Cantar recognised tha need 
for hair care for our woman and oontraots to bava a beautician sea 
our inpatients on a weakly basis. Tha VAMC provides a station oar 
and an employee to accompany our woman patients to tba beauty shop 
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to IwT* thair tair oura naada aat aaakly. 


Tha 


nonaaaUM far **— ah« i 

•alaa VSHC haa a foraaata payehaleglat *ho apaeiallaaa la 
al aad/er pbyaloal aboaa. aha ia avallabla to tha nc hy 
ooBaaltatiea aad oa aa aaargaaoy baala. *a raeaatly raaiaad our 
hiatery aad phyaleal ana fora to laolada tha followlag qaaBtioaat 
1 . Whaa you wara a ohlld or aa adolaaeaat, did aa oldar paraoa or 
aa adult arar touch you la a way that Calt aaaual or waa uawaatad 
or aada you faal uhoeafortahlali aad, t. ha aa adult, laoludlag 
tha tlaa you aarrad la tha allltary, did aayeaa avar attaapt to 
aaka uawaatad aaaual eoataot with you? If wa raealwa a poaltlva 
raapoaaa tram althar quaatloa, wa lafora tha wataraa of tha 
aarwloaa awallahla aad offar to rafar har to our payeholo^lat If 
■ha daalraa. wa had flwa woaaa uadargolag ladlvldual eouaaallng 
lurlag R Itfl for aaaual ahuaa. Thara la alao a aupport group 
llraotad by a Payehlatrlat aad a Cllaloal Buraa dpaelallat. Tha 
iroup aaata waakly to halp woaaa daal with phyaloal aad aaatal 
huoa laauaa. aarollBaat la thla ollalo warlaa aad avaragaa flva 
oaaa par waak. 


raollltw AoooModatloa of Woaaa Wataraa Patlaata 
leauaa our faolllty la a tartlary rafarral eaatar for payeblatry, 
rooalwa a algalfloaBt auabor of faaala payohlatrle patlaata. 
proprlata plaoaaaat of faaala payohlatrle patlaata, laeludlng 
faty aad aalf-dlgalty laauaa, haa baaa of prlaary eeaaara for our 
Ileal Caator. hftar auoh plaaalag, a prepoaal waa auhalttad aad 
Bdlag appreprlatad to dawalep aa alght bad ualt for faaala 
taraaa la paychlatry. aaaevatlea for tha ualt la to bagla la 
14. Tha ualt will ba aaaagad by a faaala payehlatrlat who baa a 
19 ataadlag laTolTOBaat aad lataraat la weaaa'a health oara. 

Prlaarr Cara Taaa for Woaaa Vataraaa 
outgrowth of tha WBC haa baaa the daralepaaat of a prlaary Cara 
IB for Woaaa. Thla ollalo ^aaad la Jaauary 1914, la aaaagad by 
furaa Praotltloaor, aad prewldoa eeBprohaaalwa aaaagad oara of 
>ta aad ohroale aadloal preblaaa. Lika tha WWC, tha Prlaary Cara 
la for Woaaa Yataraea waa laltlatad ualag aalatlag raaouroaa, aad 
ourraatly la eparatlea eae day par week. 


s 



Tb* Wommn'm H«altb Gar* Cllaioa la salw, uaiag an 
iatardiaelplinary appreaob, ia aa attaapt by tba ataff to provida 
ooaprabaaalT# aaaagad oara vbila eeaealvably radaoiag baalth oara 
ooata aad daeraaaiag uaaaoaaaary auffariag, illaaaa, dlaablllty, 
aad praaatura daath from potaatlally pravaatabla dlaaaaaa. Oagoiag 
aoraaalag# oouaaallag# aad adueatiea ara providad for a larga 
auabar of iadivlduala la aa aeeaaaibla, eeordlaatad, aad aaaaitiva 
aaBBar. With aaabara of tba latardiaoipliaary taaa vorkiag 
togatbar aa partaara ia praTaatioa aad baaltb aaiataaaaoa, wa oan 
proyida our faaala yataraaa witb a potaatlally baaltblar futura. 
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WQIUQI'8 HBALTH CLIMIC STATISTICS 


(•/92 - 12/92) 


Total WuBbor of Vlsita S3 

unlquo Visits (7) 

Total # of Pap Sasars 4S 

Total # of Naaaograao 29 

Hunbsr of Woman on KRT 3 

Rsfsrrala to LocmI 

Hsaltb Cars Paollity 7 

othsr Rsfsrrals s 


|l/93 - 12/93) 


Total # of visits 489 

Uniqus visits 437 

Total # of PAP Smsars 348 

Total # of Mammograms 179 

Vumbsr of Woman on hrt 27 

Rafsrrals to Loeal 

Hsaltb Cars Paollity 25 

Otbsr Rsfsrrals 46 


In tbs Womsn's Hsaltb Clinio# vs uss tbs Amsrioan canosr soeisty 
rsoommsndationa for maamograpby serssning# vbieb arsi all woman 
ags 40-49/ maamograpby svsry 1-2 ysars and woman ags so and oldar* 
mammography ysarly. 

During 1993/ of tbs 437 unigus visits sssn/ 179 mammograms wars 
dons. Tbis is 40 % of tbs total uniqus visits to tbs WHC. That 
psrosntags rsflsots 100% of all woman ags SO and oldsr/ in addition 
to 10% dssasd at bigb risk. 


s 
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SUMMARY 


In a limited follow-up to Its January 1992 report on improvements 
needed In the Department of Veterans Affairs' (VA) provision of 
health care services to women veterans, GAO found that 

-- VA's central office has repeatedly stressed the need for 
Its facilities to Improve services for women veterans and has 
Issued guidance to Its medical centers Intended to address the 
problems identified In the January 1992 report. 

-- VA's greatest success has come In Improving privacy for 
women veterans. It has completed or funded 131 projects In 
this area at a cost of more than $672 million during the last 
three fiscal years. Another 205 projects, estimated to cost 
about $800 million, are planned; most of which will be funded 
before the turn of the century. 

-- VA's central office has not effectively monitored field 
facilities to ensure that facilities Improved services for 
women veterans. For example, even when medical centers 
submitted Inadequate plans for Improving women veterans ' 
cancer screening examinations In response to one central 
office directive, the central office did not notify the 
medical centers of Its findings. In addition. It has not 
followed through on plans to disseminate best practices for 
Improving the thoroughness of examinations and monitor the 
provision of mammography services. 

Under VA's health reform proposal, each veteran would be assigned a 
primary care physician. This step, which Is not dependent on 
Implementation of health reform, should Improve the thoroughness of 
women veterans' cancer screening examinations. But, real progress 
In Improving services for women veterans depends on the leadership 
provided by Individual VA medical center directors . 
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Mr. Chairman and Members of the Subcommittee: 

We are pleased to be here today to discuss the Department of 
Veterans Affairs' (VA) long-standing problems In meeting the health 
care needs of women veterans and the Implications the problems have 
for VA's role In a reformed national health care system. As you 
know, we first Identified problems In VA's provision of health care 
services to women veterans in 1982 and identified continued 
problems In a 1992 follow-up report.^ 

Our January 1992 report focused on four problem areas: (1) 
patient privacy, (2) cancer screening examinations for woman 
veterans, (3) dissemination of Information on successful approaches 
for Improving the thoroughness of the cancer screening 
examinations, and (4) quality assurance for mammography services. 
Our comments this morning will be based on limited follow-up at 
VA's central office to determine the extent to which VA followed 
through on the promises It made to Improve health care services for 
women veterans. While our work focuses on central office actions, 
you will also be hearing this morning from VA's Inspector General 
on what progress Is being made at the facility level. 

Since Issuance of our 1992 report and enactment of the 
Veterans Health Care Act of 1992 (P. L. 102-58S), VA's central 


^ Actions Needed to Insure That Female Veterans Have Equal Access to 
VA Benefits (GAO/HRO/82-98, Sept. 1982); VA Health Care for Women: 
Despite Progress, Improvesmnts Heeded (GAO/HRO-92-23, Jan. 23, 

1992) . 
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office has repeatedly stressed the need for Its facilities to 
Improve services for women veterans. In fact. It Issued guidance 
to Its medical centers Intended to address the problems Identified 
In our report. 

VA's greatest success has come In Improving privacy for women 
veterans. It has completed or funded 131 projects In this area at 
a cost of more than $672 million during the last three fiscal 
years. Another 205 projects, estimated to cost about $800 million, 
are planned; most of which will be funded before the turn of the 
century. 

But, the VA central office has not effectively monitored field 
facilities to ensure that facilities Improved services for women 
veterans. For example, even when medical centers submitted 
Inadequate plans for Improving women veterans ' cancer screening 
examinations in response to one central office directive, the 
central office did not notify the medical centers of Its findings. 
In addition. It has not followed through on plans to disseminate 
best practices for Improving the thoroughness of examinations and 
monitor the provision of mammography services. 

Under VA's health reform proposal, each veteran would be 
assigned a primary care physician. This step, which Is not 
dependent on Implementation of health reform, should Improve the 
thoroughness of women veterans' cancer screening examinations. 
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But, real progress In Improving services for women veterans depends 
on the leadership provided by Individual VA medical center 
directors . 

VA CEMTRAL OFFICE ACTS TO 
IMPROVE SERVICES FOR WOMEN 


Since issuance of our follow-up report, VA's central office 

has 


— Issued directives to medical centers to develop action 
plans for improving services and privacy for women veterans; 

-- established a newsletter on women veterans' health 
programs ; 

— established a full-time women veterans coordinator in each 
of its four regional offices; 

-- funded 15 full-time women veterans coordinator positions at 
medical centers, all but three of which are in place; 

-- established a task force on sexual trauma; 

— established a Women Veterans Health National Training 
Program; 
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-- created a Women's Health Science Division In the National 
Center for Post Traumatic Stress Disorder (PTSD); 

-- funded eight Women Veterans Comprehensive Centers; and 

-- issued, in September 1993, Women Veterans Health Care 
Guidelines . 

Clearly, these actions should result in Improvements in 
services provided to woman veterans . But a continuing problem 
limits the effectiveness of efforts to improve the quality of VA 
services: failure to monitor medical centers to ensure that 

corrective actions are taken. It is this problem — which we 
highlighted in our transition series report on VA — more than any 
other that threatens the success of VA's health reform plans and 
the quality of care likely to be provided under those plans. ^ 

CORRECTION OF PRIVACY LIMITATIONS 


One area in which VA appears to hove made significant progress 
is correcting privacy limitations. When we first reported, in 
1982, on VA's efforts to meet the health care needs of women 
veterans, many VA programs could not accommodate women because of 
the lack of private or semlprlvate rooms with separate bathrooms. 
Problems were most evident in domiclllarles and psychiatric wards. 

^ Veterans Affairs Issues , GAO/OCG-93-21TR, Dec. 1992. 
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Ten years later, we reported that women could be accommodated under 
all domiciliary programs, but were surprised to find that even a 
recently renovated facility paid little attention to the privacy of 
women patients. 

Renovation of one of the medlcal/surglcal wards at the Tampa 
medical center had been completed shortly before our visit In 
December 1990. The renovated ward, however, retained the 
congregate showers for use by both male and female patients. 
Although the medical center had both a women veterans coordinator 
and a women veterans committee, neither was Involved In the review 
and approval of renovation and construction projects. 

Women at the Bay Pines medical center may similarly be 
required to use the same congregate showers as male patients. One 
of the women at the medical center when we visited explained that, 
when they wanted to take a shower, they used a magic marker to 
write "woman In shower" on a paper towel and taped it to the shower 
door. She said that while most male patients respected their 
privacy when the note was posted, male patients In some cases still 
entered the showers while women were using them. 

We recommended that VA Issue guidance to medical centers on 
(1) Identifying privacy deficiencies In accommodations for women 
veterans and (2) Instituting a mechanism for tracking corrective 
actions. We stated that the women veterans coordinator or women 
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veterans advisory committee or both should be Involved In the 
approval process for construction and renovation projects to help 
address the privacy needs of women patients. 

In March 1992, VA directed Its medical centers to survey the 
privacy provisions of all clinical areas to Identify those that 
might not respect women's privacy. The directive noted that the 
women veterans coordinator or a member of the facility's women 
veterans advisory committee should participate In the survey. 

In response to the directive, medical centers Identified 336 
projects at 128 VA facilities which would Improve privacy for women 
veterans. The estimated coat of the projects totaled almost $1.5 
billion. Many medical centers, such as the Tampa and Bay Pines 
medical centers discussed above, submitted plans to quickly correct 
specific problems. Corrective actions range In cost from $1,000 to 
Install privacy curtains around an examination table to $169 
million for renovation and construction at the Philadelphia 
medical center. Among the most common projects were eliminating 
communal showers and Improving privacy In examination rooms. 

As of October 1993, 131 of the 336 planned projects had been 
completed or funded, at an estimated cost of over $672 million. 
Medical centers expect to fund most of the 205 additional projects 
before the turn of the century. Projects delayed until after the 


6 



123 


turn of the century generally Involve new construction or major 
renovation. 

FURTHER ACTIONS WEEDED TO 
IMPROVE THOROUGHNESS OF 
CANCER SCREENING EXAMINATIONS 


Cancer screening examinations are critically Important for 
women veterans for two primary reasons. First, women veterans for 
some unknown reason experience an unusually high Incidence of 
cancer. Second, treatment Is more likely to succeed If the cancer 
Is detected early. For example, early detection dramatically 
Increases the 5-year survival rates of women with breast cancer. 
Additionally, with early detection, the 5-year survival rate of 
women with cervical cancer Is 88 percent, but In women whose 
cancers are not detected early, the 5-year survival rate Is only 13 
percent. Similarly, since the introduction of the Pap test — the 
principal method for early detection of cervical cancer--ln the 
1950s, the cervical cancer mortality rate has declined by 70 
percent . 

Despite this strong evidence that cancer screening should be 
an Important part of women veterans' health care, VA made little 
progress In Improving the thoroughness of physical examinations 
during the 10 years between our 1982 and 1992 reports. For 
exeunple. In reviews conducted in 1988 and 1989, VA's own Medical 
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District Initiated Peer Review Organization found that from 20 to 
86 percent of women patients in the five districts reviewed did not 
receive breast and pelvic examinations. Pap tests, and mammograms 
when required. 

Because of the limited progress in improving women's physical 
examinations during the 10 years between our two reports, our 1992 
report contained a very specific recommendation: VA should require 
each medical center, as part of its quality assurance program, to 
develop and implement an action plan for improving compliance with 
the requirement that each woman inpatient receive a complete 
physical examination, including pelvic and breast examinations and 
a Pap test, at appropriate intervals. We stated that these action 
plans should, at a minimum, address (1) the use of nurse 
practitioners and gynecologists to perform physical examinations, 

(2) the education and training of medical center staff on the 
Importance of women-speclflc services, and (3) quality assurance 
monitoring. Finally, we recommended that VA's central office 
review and approve the action plans. 

VA followed through on its promise to require medical centers 
to submit revised plans for the care of women veterans, but did not 
analyze and provide feedback to medical centers on those plans. In 
March 1992, VA's central office directed its medical centers to 
revise their plans for the care of women veterans and to develop 
quality indicators to monitor compliance with the examination 
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requirements. Medical centers were required to submit their plans 
and quality Indicators to the Director of the Women Veterans 
Program by August 1992. 

We found no evidence of VA's central office review of 132 of 
the 155 plans obtained from VA. Our review of the 155 plans showed 
that 


-- 34 addressed all three of the minimum requirements cited In 
our recommendation; 

-- 69 discussed the use of nurse practitioners and 
gynecologists to perform the cancer screening examinations; 

— 62 cited staff education and training as an Integral part 
of their plan; and 

— ISO mentioned quality assurance, but only 99 Included 
quality indicators to monitor compliance with the examination 
requirements as required by the directive. 

Frequently, the plans merely restated the requirements 
contained In the central office directive without outlining an 
action plan for Improving compliance with the requirements . 
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Although VA promised, in response to our report, to provide 
feedback to the medical centers on their action plans, it did not 
notify the medical centers of the deficiencies in their plans. Nor 
did it do any monitoring to determine whether the thoroughness of 
examinations was improving. 

VA's Assistant Chief Medical Director for Environmental 
Medicine and Public Health acknowledged that many of the plans were 
inadequate- -the plans frequently reiterated the requirements cited 
in the central office directive — and told us that VA developed, and 
disseminated to medical centers In September 1993, women veterans 
health care guidelines to provide additional guidance to the 
medical centers. The guidelines encourage medical centers to 
establish women's clinics and women veterans primary health care 
teams. These teams would include a core group made up of a 
physician, nurse, or nurse practitioner, social worker, and the 
women veterans coordinator. 

He believe these teams, if established by the medical centers, 
could Improve the thoroughness of the cancer screening 
examinations. VA central office has not, however, required medical 
centers to establish such teams. VA is currently gathering data on 
the number of medical centers that have established women veterans 
primary health care teams. 
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The VA guidelines state that "quality Indicators should be 
developed to monitor aspects of women veterans health care" but 
provide no further elaboration on quality assurance monitoring. 


INNOVATIVE PRACTICES NOT DISSEMIWATED 


Our report noted that some of the VA medical centers visited 
had developed Innovative efforts to Improve compliance with the 
examination requirements . Although VA agreed with our 
recommendation that It Identify, disseminate, and, where 
appropriate, require systemwide implementation of such Innovative 
approaches. It has not Implemented the recommendation. 

VA Initially planned to disseminate Innovative practices 
through a November 1992 Information letter to Its medical centers 
but later decided that It would be more appropriate to disseminate 
such information through a quarterly women veterans health programs 
newsletter. This type of periodic newsletter would. In our 
opinion, be a good forum for disseminating Information on best 
practices. Neither of the first two issues of the newsletter (July 
and December 1993), however, contained any Information on 
Innovative approaches for Improving compliance with the physical 
examination requirements. 

The December 1993 newsletter did contain data on the number of 
pap smears, mammograms, and gynecologic examinations performed at 
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each VA medical canter. The data are of minimal uae In aaseaslng 
how well the medical centers are following the examination 
requirements, however, because they do not Include data on the 
numbers of women who should have received the services. In 
addition, the reliability of the data appears questionable, with 
some large medical centers reporting no services. 

MOWITORIWG QUALITY OF MAMMOGRAPHY SERVICES 

In our January 1992 report, we noted that VA medical center's 
compliance with mammography standards generally exceeded that of 
private providers. We noted, however, that some Improvements were 
needed and recommended that VA, as part of Its quality assurance 
activities, monitor centers' compliance with Its September 1991 
circular on mammography services. 

VA agreed and said that It would (1) review plans for 
provision of breast screening services submitted by VA medical 
centers and (2) develop periodic monitoring of quality control and 
quality assurance aspects of mammography services and equipment. 

VA, however, did not follow through on this recommendation. 

As I mentioned earlier, VA did not review and provide feedback to 
the medical centers on their plans for providing breast screening 
services. And, we Identified no VA central office efforts to 
monitor medical centers' compliance with quality control and 
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quality assurance aspects of manunography services, central office 
officials told us that they lack the resources to conduct such 
monitoring. 

IMPLICATIONS OF HEALTH REFORM 


Before closing, I would like to discuss the Implications of 
health reform on the women veterans' program. Under VA's health 
care reform proposal, the most critical deficiency In the women's 
program--! allure of facilities to provide appropriate cancer 
screening examinations — may largely be overcome through primary 
care. Each woman veteran would have a primary care physician and 
be entitled to a comprehensive set of health care services. Under 
such an arrangement, a doctor/patlent relationship should develop 
in which physicians will no longer be reluctant to perform the 
examinations. While VA's planned move to primary care Is linked to 
the President's health reform proposal, VA does not need to wait 
for health reform to Implement a primary care system. 

One of the factors VA's officials frequently cite as 
contributing to poor compliance with cancer examination 
requirements Is physicians' reluctance to conduct breast and pelvic 
examinations when their specialties are In some other field of 
medicine. Mr. Chairman, this Is another example of the types of 
problems created by the currant hospital -based VA health care 
eligibility system. The focus of cancer screening examinations 
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should not be on Inpatients, but on outpatients. Focusing on 
providing cancer screening services to Inpatients undoubtedly 
causes VA to miss cancers In women veterans who may go 5 years or 
more without an Inpatient episode of care — well beyond the 
recommended screening periods. Under a managed care plan, women 
veterans would no longer need to be hospitalized to receive routine 
cancer screening tests. 

In the future, VA will rely even more than It does now on 
Individual facilities to ensure the quality of care to both male 
and female veterans . Consequently, the long-standing problems In 
getting many VA medical centers to Implement corrective actions to 
Improve women veterans health care services may continue. 

The final point on health care reform I would like to discuss 
this morning Is coverage of a routine pregnancy. Currently, women 
veterans of child-bearing age may be reluctant to rely on VA for 
their health care because routine pregnancies are not covered. 

While VA would be required to cover routine pregnancies under a 
managed care plan, women may still be reluctant to sign up for care 
from a VA health plan that does not ensure continuity of care In 
private-sector hospitals. In other words, the VA 
gynecologlst/obstetrlclan would need to have admitting rights to 
the hospital contracted to provide maternity care. 
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In sununary, Mr. Chairman, VA's central office continues to 
stress the need to Improve services for women veterans. Real 
Improvements, however, depend more on the commitment of medical 
center directors than on directives from central office. The 
absence of complete, comprehensive action plans to Improve services 
to women raises serious doubts about the potential for VA health 
plans to attract women veterans . 

Mr. Chairman, that concludes my statement. He will be glad to 
answer any questions that you or members of the Subcommittee may 
have. 
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STATEMENT OF THE HONORABLE STEPHEN A. TRODDEN 
VA INSPECTOR GENERAL 

BEFORE THE HOUSE COMMITTEE ON VETERANS' AFFAIRS 
OVERSIGHT HEARING ON THE 
VETERANS HEALTH ADMINISTRATION'S MANAGEMENT OF 
WOMEN VETERANS' HEALTH CARE 
MARCH 9, 1994 


Mr Chairman and Members of the Committee, I am pleased to be 
here today to discuss the Veterans Health Administration's (VHA) 
management of women veteran's health care. My comments are largely 
shaped by a recent inspection by my Office of Healthcare Inspections. 
The findings of this study were published on March 4, 1994, in a report 
entitled "Inspection of Women Veterans' Health Cara Programs, Privacy 
Issues-Part II," Report Number 4HI-A1 9-042. This inspection is a follow 
up to our review of VA women's health issues of 1993, reported to this 
Committee on June 23, 1993. 

Follow up on our 1993 recommendations has confirmed 
improvements in staffing both at Central Office and in the field. A 
National Training Program for Women Coordinators has been planned, 
although funding will allow attendance by only a minority of coordinators. 
In our last report we stressed that different Department of Veterans 
Affairs Medical Centers (VAMCs) might have different approaches to 
women veteran's care, of which the development of a Women's Health 
Clinic might be one. We recommended the development of guidelines on 
how to establish and operate a Woman's Health Cara Clinic. In fact, 
individual VAMCs, for example Salem, VA had already developed such 
guidelines. However, declining to promulgate guidelines, a VA working 
group recommended that because of limited resources, the use of a 
primary care system would be the most generally applicable approach to 
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meeting the needs of women veterans. The group recognized the 
estabiishment of women's clinics as an option. 

in the current inspection, my Office addressed the issue of how 
effectively VA medical centers have met the needs of women veterans by 
visiting and evaluating aspects of women's health services in a stratified 
sample of VA medical centers around the country. Fifteen units at 
10 VAMCs were visited between November 1993 and February 1994. 
Thirteen of these units were inpatient facilities and two were satellite 
ambulatory facilities associated with the VAMC. In this inspection we 
reviewed the current activities of women veteran coordinators and 
inspected issues reiating to veteran privacy and the cieanliness of 
facilities. In all cases, the facility was given approximately 2 weeks 
advance notice of the inspection. 

We found that progress has been made in the assignment of women 
veteran coordinators. Coordinators were present in all facilities. All 
coordinators have suitable professional backgrounds for their role. 

Some coordinators did not seem to be fully briefed on the 
responsibilities of their function and some stili did not have an adequate 
allotment of time to the function to be fully effective. On the other hand, 
evidence of attention to women's issues existed. For example, Brooklyn 
VAMC had appointed a full-time coordinator, although no additional funds 
for the purpose had been made available from Central Office. 

Coordinators still need to have greater visibility in VAMCs and there 
is continuing need for training of coordinators in their tasks. 

Full-time women veteran coordinators have been appointed in all 
four VA regions. VHA has established and appointed a Special Assistant 
to the ACMD for Environmental Medicine and Public Health for women 
veteran programs. The Office of the Assistant Secretary for Policy and 
Planning has created a full-time staff position responsible for women's 
issues throughout the Department. The relationships among these senior 
staff seems to be still evolving. 

Although not mandatory. Women Veterans Advisory Committees 
were functioning in all but one of the medical centers visited. 
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Conditions for femaie veterans at VAMCs vary wideiy. Some 
VAMCs have made great efforts to ensure privacy for women veterans, 
whiie others stiil need to make progress. 

impediments to adequate privacy for women veterans inciude the 
structurai conditions at VAMCs. No VAMC, inciuding those buiK or 
remodeiied in recent years, comprises exciusiveiy private or semi-private 
rooms. Ail have some 4-bed rooms or larger. We found no examples, 
however, where women veterans were not housed either in individual 
rooms or in female only rooms. Sometimes, however, women veterans 
had to share bathrooms with male veterans. Correcting these deficiencies 
in VAMCs would require the investment of iarge sums of money. 

Other impediments to privacy relate to issues correctable with little 
expense. For example, bathrooms more convenient to women's rooms 
could be reserved for women veterans. In some cases, improvements as 
simple as providing warning notices on bathroom doors requiring veterans 
to knock before entry would help. 

Standards of cleanliness in bathroom facilities varied. The majority 
of hospitals were very clean, outstanding being Brooklyn, NY; Salem, VA; 
Grand Junction. CO; and Portland, OR. In a minority of hospitals, 
bathrooms were dirty, to the extant that in three centers, women 
veterans personally cleaned bathrooms on arrival and sometimes after the 
bath rooms had been used by male veterans. 

Generally, hospital shops carried a better supply of female personal 
items than that found in our last inspection, but deficiencies in the 
availability of soma feminine hygiene dispensers exist in some medical 
centers. 

My staff were well received by VAMC Directors, and sensed VAMC 
administrators to be more focussed on women's issues and more 
responsive to the inspection than in the visits in 1993. The success in 
the provision of better services at the majority of facilities provides 
optimism that the improvements necessary elsewhere can be achieved. 
Formidable challenges remain. To bring VA hospitals to the standards of 
accommodation common in the private sector will involve major 
reconstruction, with its attending expense. Short of this, however, much 
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can ba done to improve conditions for women veterans by continued 
sensitivity to the issues invoived. 


We recommended that the Acting Under Secretary for Health 
should: 

1. Congratulate hospKals which have improved their attitude 
toward women; 

2. Continue to insist on high standards of cleanliness in all VAMCs; 
and 

3. Require all Directors to ensure maximum privacy for all veterans 
including women, within the limits of the intrinsic constraints posed by 
their facilities. 


At the time of preparing this testimony, we did not have an official 
response from VHA to this report and its recommendations. 
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SUSAN H. MATHER. M.D., MPH 
ASSISTANT CHIEF MEDICAL DIRECTOR FOR 
ENVIRONMENTAL MEDICINE AND PUBLIC HEALTH 

VETERANS HEALTH ADMINISTRATION 
DEPARTMENT OF VETERANS AFFAIRS 

BEFORE THE 

SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
HOUSE COMMITTEE ON VETERANS' AFFAIRS 

MARCH 9, 1994 


Mr. Chairman and Members the Subcommittee, 

Thank you for the <^)pottunity to report on how the Dqiartment of Veterans Affairs 
(VA) is addressing the health cate needs of women veterans. 

According to the 1990 census, women veterans comprise 4 percent (1.1 million) of the 
total veteran population (27.2 million). Today, women veterans represent 1 1 percent 
of the active duty force and 13 percent of the reserve force. Among women veterans, 
the largest group served in peacetime (4S percent), followed by women who served in 
World War II (26 percent) and during the Vietnam Era (21 percent). 

VA is responding to the health concerns of women veleraiu by expanding existing 
services and institutiiig new programs. In FY 1993, VA health care facilities provided 
cate to 292,977 women - an increase of 18,479 (7 percent) over FY 1992. Of that 
number, there were 16,157 women ho^talized, representing an 8 percent increase 
over FY 1992. TIk distribution of workload is not uniform throughout VA. VA 
roedicil cenlen show a significant range in women veterans served, fiom the fewest - 
hfiles Gty, Montana, where 281 women veterans were treated, to the most - 
Albuquerque, New Mexico, where 10,153 women veterans were treated in FY 1993. 
Twenty-one bcilities treated mote than 3,000 women veterans in 1993. While we still 
need intensive outreach oonceming veteraru benefits for some women veterans of 
earlier etas, die word dut VA is here for them is certainly getting out to the newest 
women veterans. Among Persian Gulf veterans, where women accounted for 
appfoximaldy 7 percent of die forces in country, 8.9 percent of the outpatients and 7.6 
percent of the inpatients seen in VA focUides are women. The proportion is even 
higher among Persian Gulf era patients, whoe 14 percent of the outpatients and 14.4 
percent of the inpatients are women. 
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Secretaiy Brown has committed VA to assuring equal access to health care for women 
veterans and making needed improvements in women veterans' health care services. 

These efforts include progress in (1) providing gender-specific health care services for 
women veterans, addressing privacy concerns, complete physical examinations and 
appropriate cancer screening, gynecological and rqrroductive health care; (2) priority 
access to comprehensive sexual trauma counseling and the coordination of related 
health care; (3) improving VA rqxrrting of health care services to vromen veterans; (4) 
developing m^hods to monitor the quality of the services provided to women veterans; 
and (S) plaruiing for new research initiatives related to women veterans health needs. 

In 1992, when VA b^an receiving increaring numbers of women veterans seeking 
treatment for the effects of sexual trauma, a task force was established to address the 
most immediate needs: diagnosis and treatment. In Sq>tember 1992, a major training 
conference was held and at least one person from each VA medical center received 
training there on the needs of women veterans who suffered sexual assault and other 
sexual trauma. 

Caring for victims of sexual trauma is a major area of emphasis in the multi-year 
National Training Program (NTP) on women veterans' h^th. We have developed a 
series of five Women Vetoans Health National Training Program modules designed for 
VA mental health and readjustment counseling clinicians, including psychiatrists, 
psychologists, social workm, nurse clinicians, vet center counselors, women veterans 
coordinators and other clinical staff. Three nationwide satellite broadcast conferences 
on treatment of sexual trauma have been conducted. The first, on May 12, 1993, was 
designed to provide VA mental health clinicians with an understanding of the factors 
influencing the assessment, diagnoas, and treatment of women veterans who have been 
victims of sexual assault wlule on active duty. The second satellite broadcast in this 
series was held on Sqrtember 23, 1993, addressed character disorders and 
transferenoe/counter-transference phenomenon. The third satellite broadcast in this 
series was held on FAtuary 24, 1993. It presented some of the legal and ethical 
dilemmas commonly encountered in the treatment of sexually traumatized women 
veterans and to discuss approaches to the successful resolution of these dilemmas. 

While war-zone related experiences originally smved as the primary backdrop for 
framing a FTSD diagnosis, later discoveries have shown that sexual abuse or sexual 
harassment of female veterans while they woe in the military can be the precipitating 
fector in later stress disorder symptomatology. 

To respond to these findings and to the increasing numbers of women veterans seeking 
care for stress symptomatology, in 1992 the National Center for PTSD created and 
funded a Women's Health Scienoe Division (WHSD) headed by Dr. Jessica Wolfe. 

The WHSD is devoted exclusively to research and education on the psychological 
impact of military service including traumafic stress on women veterans. These efibrts 
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will pennit oollabotalion with the Moilo Piric Division of the Nsdonal Center for 
PTSD in offering a broad range of educational and training programs for clinicians. 

In addition to existing programs and treatment resources, VA has established four 
women veterans stress disorder treatment teams. These teams provide evaluation, 
diagnosis and direct patient cate and treatment. Also, provisions ate made to obtain 
consultation and liaim to other inpatient and ou^ntient medical/surgical services when 
needed. These teams are located at VA medical centers Boston, New Orleans, 
Cleveland, and Loma Linda. 

VA's Readjustment Counseling Service (RCS) staff b^an rqmtting an increased 
number of cases of women veterans coming to vet centers with psychological 
difficulties related to sexual trauma in late 1991. In early 1992, we initiated 
spedalized in-service training on sexual trauma counseling. As part of VA's extension 
of services to women veterans, the RCS is being provided an additional $1.5 million on 
a lecuning basis for 34 FTEE. The hiring of part time staff at 69 vet centers in 65 
cities was done to broaden the geographic scope of some level of service availability. 
Staff provide outreach and counseling services to women veterans experiencing the 
psydiolo^cal aftermath of sexual trauma incurred while on active duty in the military. 
Each one has had specialized training and uiperviuon, specifically in the treatment of 
sexual trauma and has a minimum of a masters degree in a mental health discipline. 

Bach of the RCS Regional Offices and each vet center has a designated women veterans 
coordinator. There is also a Women Veterans Program Transition Committee of 30 
RCS members nationwide to assist with the implementation of all phases of the 
program. 

In addition to the qiedfic initiatives to address the health effects of sexual trauma, a 
number of other initiatives have been developed specifically to address health care 
needs of women veterans. These include the opening of four Women Veterans 
Comprehensive Health Centers in FY 1993 and an additional four in FY 1994; full- 
time women veterans coordinaton at selected VA medical centers; fiiU-time regional 
women veterans coordinaton; and a full-time women veterans national education 
coordinator and staff at the Birmingham Regional Medical Education Center to 
implement a multi-year national training program fiilly supporting the women veterans 
health programs. All of these initiatives Imve been supported by an allocation of $7.5 
million from the VA's FY 1993 and FY 1994 budgets. 

Each Women Veterans Comprehensive Heaitii Care Center will serve as a resource, 
providing comprehensive services for women veterans in a primary service area. Qmh 
center represents a “pilot* program for duplication throughwt VA. Sites were selected 
conqtetitively from a nationwide request for prc^msals. The eight proposals chosen for 
funding are the VA medical centen in Minne^rdis, Tampa, San Frattdsco, Boston, 
Durham, and the Southeast Pennsylvania Netvrorfc, comprised of Coatesville, Lebanon, 
Philaddphia and Wilmington; the Chicago Area Network, comprised of Ifines, West 
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Side, Lakeside and North Chicago; and the West Los Angeles and Sepulveda 
consortium. 

TTie V A's Advisory Committee on Women Veterans has consistently recommended 
funding of full-time Women Veterans Coordinator positions. VHA has designated a 
full-time Women Veterans Coordinator position at edch of the four VHA Regional field 
offices. Full-time regional coordinators provide, among other activities, regional 
program coordination and evaluation, irmovative local programs to meet specific needs, 
liaison with VA Central OfRce, and consultation to the Regional Directors on matters 
relating to health care for women veterans. In addition, VA funded a full-time Women 
Vetecaiu Coordinator position at the following 22 facilities: Bronx, Boston, East 
Orange, Philadelphia, Allen Park, Cleveland, Chicago West Side, Minneapolis, Bay 
Pines, Dallas, Houston, Miami, San Antonio, San Francisco, Tampa, Albuquerque, 
Long Beach, Palo Alto, Phoenix, San Di^o, Portland and West Los Angeles. In 
addition, several VA medical centers have used local resources to fund full-time 
coordinator positions. We have recommended that the WVC be dther a social worker 
or a nurse involved in the provision of clinical services to women. To assist VA 
metfical centen in implemating these guidelines, we have developed a prototype 
position description for a full-time WVC social worker, a prototype functional 
statement for a full-time WVC nurse, and a prototype collateral assignment addendum 
for VA medical centers without full time positions. For medical centers without full- 
time positions, we have published guidelines that specify the WVC be allowed at least 
S hours per week for the administration of the local women veterans program and that 
the WVC r^rt to the medical center director or chief of staff . 

A Women Veterans Health Program National Steering Committee was established in 
1992 and strategic plans have been developed to implement a variety of educational and 
informational methodologies relating to women veterans health. Three issues of a 
national newsletter devoted to the women veterans health program and a brochure 
concerning women veterans health pfograms, including sexual trauma counseling 
services, were published and distributed during 1993 and 1994. 

In August 1992, the offices of Research and Development and the Health Services 
Research and Develc^ment sponsored a national conference for researchers, clinicians, 
and policy makers to discuss VA's research agenda related to women. Research 
involving women veterans is a long-term commitment with anticipated long-term pay- 
offs. Since May 1991, it has been VA policy that all q^licants for VA research must 
consider (and dement) the inclusion of women in their proposed study. This policy 
should contribute significantly to the achievement of the intent of section l()9(a) of 
P.L. 102-585. 


In FY 1993, VA investigaton conducted a total of 273 research projects related to 
women's health. Of these, 113 were supported by special reseat^ funding and 160 
were funded by non-VA sources. Research funding provided by VA was 
S2,448,823,and extra-VA source ($2,687,061), for a total of $5,135,884. 
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In FY 1994, John Peaasaa, M.D. aiul Miociitet began an HSR&D Service directed 
leieaidi project entitled 'Breast Cancer Among Women Vetenuis: A Pilot/Feasibility 
Study'. Hiis study will serve as a pilot jdiase for subsequent efforts to evaluate current 
primary and secondary prevention practice and rehabilitation therapy for breast cancer 
among women veterans. 

In FY 1994, five VA medical centen plan to form a consortium to pool their 
intellectual, flruuidal, and other resources to implement health service studies on 
women's health. These studies will examine organization of service, quality of, and 
access to, care, and the economic impact of providing care for women veterans. Each 
center will implement collaborative projects as part of the consortium as well as 
individual projects. 

In FY 1994, the VA Environmental Bindemiology Service began a three-year study of 
tcptoduclive health outcomes among women Vietnam veterans, an epidemiological 
study of any long-term adverse health effects experienced by women who served in 
Vietnam. This study is one of three reseaidi projects being conducted by the 
Dqnrtment in fiilrillment of the legislative mandiue in P.L. 99-272. A mortality study 
of wonwa Vietnam veteraru has been completed and a study of psychological outcomes 
among woittea ^^etnam veterans is underway. 

The VA Inqiector Qeneral completed an audit of the Women Veterans Program in 
1993. The Inspector General's audit identified areas for improvement and we 
devdoped action plans to respond to the recommendations. At that time, it was 
obvious that while many creative and innovative programs existed at the local level, 
there needed to be greater standardization of information and services. This was one of 
our ituyor prograrrunatic thrusts in 1993. 

In January, 1992, the General Accounting Office published a report entitled ' VA 
Health Care fat Women.' In following up on foe 1992 GAO Report, significant 
pr o gr e ss has been made in providing additional privacy for fem^ veterans in VA 
health care fodUties. Ctmection of existiag privacy (Mdendes is an ongoing process 
and current VA directives require quarterly reporting of the status of all plarmed and 
funded projects to make these corrections. Special considerations have been 
incorptnated into the methodologies used in scoring and prioritizing projects that 
coneet privaqr deficiencies. In adrUtion, qace and planning criteria for new 
construction have been carefully reviewed to assure that these criteria folly support the 
need for patient privacy. During the last four fiscal years over 280 projects have 
induded conectioa of privacy defidendes. 

VA hu continued to stress preventive medicine. In FY 1992, 20,247 women veterans 
r ec d ved Fqi itnean through VA and 24,fiS2 Pap smears were done in 1993. Policy on 
mammography was established in 1991. In 1992, 13,964 women veterans recdved 
mammograms through the VA. In 1993, this number was 29,612. The number of Pap 
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smears and mammograms reported probably r^resents under-rq>orting because of the 
methodology used to extract the data. Steps are being taken to improve the rqxnting 
situation. Tbe information was obtained by surveys done in January of the foilowing 
year. 

The number of directives issued in 1993 related to women veterans health testify to the 
high d^ree of activity in the program. In December 1993, VHA Directive 10-93-151 
was published establishing the policy that women will be provided reproductive health 
care under the Veterans Health Care Act of 1992, Title 1, Section 106 of Public Law 
102-S8S. In Sqrtember 1993, VHA issued Women Veterans Health Care Guidelines, 
EL 10-93-027, to address the need for improved services to women veterans. The 
guidelines address Medical Cate, Environment, Culture and Outreach. 

Secretary Brown's commitment to improving the services to women veterans was 
recently underscored when he announced the appointment of Joan A. Furey as Director 
of the newly formed Women Veterans Program Office (WVPO) in the 
Dqnrtment'sOffice of Policy and Planning. 

Mr. Chairman, although VA has always opened its door to the nation's women 
veterans, the enactment of Public Law 102-585 and the special funding provided by the 
Congress in 1992 for improving Women Veterans Health Programs provided a 
tremendous stimulus for improving VA services to women veterans. Increasing 
numbers of women veterans are coming to the VA for services and thousands of 
dedicated VA staff ate prqnted to provide health and counseling services to them. 
During this coming year, we plan to further expand services for women veterans and 
intend to make thb program improvements with special emphasis on improving quality 
of cate. I am delighted to be able to bring you this update on what VA is doing to 
provide medical cate for women veterans a^ to increase knowledge everywhere that 
"Women ate Veterans Too". 
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and Related Issues 

Uarch 9. 1994 

Mr. Chairman, and members of the Subcommittee. I am Bette L Davis. MSN. RN. CS. a 
clinical nurse specialist at the 1fashin(ton. D.C. Veterans Affairs Medical Center. As 
president of the Nurses Organiution of Veterans Affairs (NOVA). I am speaking on behalf of 
NOVA and for all VA nurses. Thank you for Inviting NOVA to testify today on recent VA 
actions to improve the provision of health care to women veterans and related issues. 


It Is professionally rewarding to present an interim report following June 33. 1993's 
Congressional hearing on implementation of PL 103-5Sb (1993) and House passage of H.R. 
3313. as amended (1993). legislation that addresses women veterans health care. 


Women Veterans Health Care Services 

NOVA Is pleased to report substantial progress is being made in providing health cere services to 
women veterans. Overall, more women veterans ore being seen with more services offered. There is 
greater awareness, interaction and locus on women's health issues in the VA. 


In each of the lour VA medical regions, now in process for improving women veterans health care are: 

■ a comprehensive women's health center 

■ a stress-disorder treatment team that will also train local VA clinicians 

■ a full-time coordinator of women's services to facilitate training and communication of 
VAMC coordinators 


Extended services now include; 

■ more counselors at 69 of VA'a 301 community-based vet centers 

■ counseling for sexual trauma on an outpatient-priority basis at VANCs 

■ prevenUve gynecological services 

Women's Health Clinics 

NOVA does not know the number of established Women's Health Clinics, but gynecology services are 
provided by all VANCs. many of which include specific clinics for women emphasizing preventive 
care and counseling. Several VANCs contacted by NOVA reveal improved efforts. 
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AlUmpU ire being mide et eech facility to define and evaluate itandarda and procedures for 
screening, diagnosing and treating breast cancer. There are support groups (es-Hammography 
Action Groups), gender specific drugs and phamaceutical producls (oral contraceptives, diaphragms, 
hormones) and net GYII equipment for a growing number of CTH clinics In facilities. Many clinics' 
now have their own rooms. A few examples of Improvement follow. 

A women's health clinic is now operational with gender-specific appoinlments usually made within 
two weeks (emergencies excepted) as compared to a backlog of appointments of nine - twelve 
months In June. 1993. 

A full-time female nurse practitioner is now assigned to a GYM and breast clinic compared to two- 
half days twice a week last fall. GYM appointments used to take four-live months, now it's one week. 
On average. 40-90 patients per month were seen, now six to eight a day are seen, with an 
increasing demand for pelvic exams, pap smears and breast exams as more women being discharged 
from a downsiiing military may require rating exams. Presently, larger numbers could be cared for 
if the rating process and paper work were not so stow. 

A new mammography machine, and new GYM equipment and supplies are in storage. There is no 
radiologist in house who can read mammograms. A larger GYM clinic room is indicated for the new 
examining table and equipment The current room is very small with minimal walking space around 
the examining table, two chairs, desk and small cabinets. There is no space for teaching or 
counseling patients about sexually transmitted diseases, contraceptives, menopausal management, 
breast exams, etc. Host of the women patients seen have a primary psychialric diagnosis and 
require additional time and space. 

A non-staff gynecologist is available to the clinic twice a week and for GYM surgery which usually 
is done in-house. The nurse practitioner works closely end collaboratively with the gynecologist who 
reviews every record and sees any patient as Indicated. A half-time (0.9 FTE) position Is being 
requested for a staff-salaried gynecologist. 

In regards to pelvic examinations, one female veteran said that the nurse practitioner did the best 
pelvic exam she'd ever had, was gentle and patient She also commented that In her previous 
experience with rotating staff, they lacked awareness and sensitivity to females veterans; sometimes 
being asked why she was in a VA hospital or if she was the wife of a VIP or dependent 
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In a general medical clinic at another facility where both men and women ore aeen, the current 
backlog of appointments la one year, worse than before. In response. Ambulatory Care Service is 
moving toward a primary care model end preparing primary cart teams consisting of a staff mix of . 
health care provtdera to increase access to care, decrease walk-ln-visits and backlog of 
appointments. 

Educational Efforts 

Local education and training for staff and veteran consumers has been enhanced. Education of staff 
to increase awareness about special needs of female veterans regarding recognition, response and 
resources are underway. 

A recently published "Women Veterans Health Care Cuidelines" was distributed to all VA facilities, 
along with a packet of information for use in outreach activities relating to National Women Veterans 
Recognition Week. 

Local facilities have provided a Women's Health Fair, a Women Veterans Health Awareness Day or a 
series of programs or lectures. Included in the educational programs are a variety of issues 
pertinent to women's health and well-being, such as topics on osteoporosis, the caregiver role, stress 
management, breast health awareness, estrogen replacement therapy, depression, etc. 

Compared to NOVA'S testimony leas than a year ago regarding staffs awareness at one 
facility of women with PTSD and sexual trauma, it is reported there's been increased 
recognition of and sensitivity in treatment of women with P1SD or who have been sexually 
assaulted. Women ere now being recognized as needing treatment which is handled 
differently compared to treatment of other acute or chronic mental disorders. 

The case example of a women veteran presented before this committee In June. 1993. 
illustrated a hospitalization and treatment (for PTSD resulting from a repressed sexual assault) 
so negative that she wrote it up lor her treatment team. For follow-up. she reports much 
Improvement through talking it out with staff members and by writing about her experience. 

She was pleased that the case information was used In NOVA'S testimony. She wishes that 
changes had been made before her hospitalization rather than afterward. Currently, she is 
active and functioning normally. 
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Senal CsmiMliiii 

A mulUdiacipliiiary texui] Irtuma tom It now tftiliblt in VAUCi. Henttl health atalf it 
more renpUwe and belter informed about reterani with texual trauma ianiet. There'a len 
trouble admittinf women to paychlatr; terrlce. Althou|b tome dillicully itill eilati with 
medical admiidatraljon terwice (HAS) relating to ell|ibilll;, It It leat problematic. 

Other menial health acthdUea include addini oul-patlenl poup countelini for texual trauma 
lurvivora and initiatini lender-apeclflc (roupi lor texual trauma vicUmt. PTSD or lubitance 
abuae. 

Vet center! are uted frequently be female veterana aeekini help for multiple retaona: 
homeleat ahelter, employment counaelini or Joba Income and general counaeling. A veterana 
center in a downtown area of a city recently added a Ph.D. paychologial ta a aexual 
counaelor who Inleracl with the local VAUC. 

Homen Veterana Coordinator (IVCa) 

Improved national efforta toward education and communication for WCa are noted In general 
by Ihoae contacted. With four full-time regional coordinatora, Initiation of a national newaletter. a 
directory, a national conference, and National gaining Prograroa (NTP) on (omen Veterans 
Health specifically addressing a variety of women laauea. sexual trauma and counaeling and 
program information for primary health care providers, there's an air of support and hope 
among WVCs and women veterana. 

Despite signiflcanl improvement, lack of half-time end full-time positions remains a problem. At 
the local level. VAMCs now have around eighteen full-time coordinators, but for the most part 
duties are still on a collateral - duty basis. Based on a VHA Directive issued last year to 
appoint VVCs that were in the clinical ares, such persons are being appointed to these 
positions. One facility happily stales s nurse practitioner has been made a full-time 
coordinator. Another facility still has less them s full-time position even though the VA female 
population is over 3000. However, several fulI-Ume IVCs were hired within this particular 
region. A full-time FTE position based on documentation of need will continued to be requested. 

In another facility, even with escalating phone calls and personal contacts with in-patients and 
out-patients, the allotted time per week Is two-four hours for responsibilities as a coordinator. 
This time has not changed for two and a half years. Any increase in lime allotted Is pending a 
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response from a proposal for a women’s wellness clinic submitted in 1993, in which a full-time 
WVC position was also requested. In the meantime, these duties are in addition to head 
nurse responsibilities. She feels limited in settini goals with no time to carrjr them out and is 
under pressure to function reacUvely Instead of proactively. Important to her, also. Is that while 
in a collateral assignment her activities are In a grey area in terms of affecting her proficiency 
rating. Since it is not required to be part of it the only reason lor any of these activities to be 
in a proficiency is to ask that they be incorporated. Most people like recognition for work 
affecting their full performance of responsibilities. 

Privacy and Accommodation 

A lock of female pajamas and a limited choice of robes remain a problem. A TZ year old 
woman veteran said she hadn't seen any female pajamas lor the 32 years she has been 
coming to the VA hospital and complained that men’s pajamas never will lit women’s bodies. 

A wide range of personal hygiene products, toiletries, clothing, etc. are available in the 
canteen, however. 

Accommodation for women in newly constructed or renovated buildings indicate single rooms 
with private bathrooms, such as a new short term admission unit with twelve such rooms. In 
older or unremodeled facilities, private rooms with bathrooms remain a problem on wards with 
frequent admissions of female as the bathroom might be used lor isolation or other purposes. 

In old VA facilities, especially on inpatient psychiatric units where no structural changes have 
been made, privacy and security remain a big concern. 

Research 

Providing high quality health care services to women veterans Is enabled if based on 
identification and assessment of health needs of this critical group of women veterans. In 
order to serve them, VA should not only authoriie research as mandated in PL 102 - 58b. but 
appropriate funding for expanded comprehensive research. The growing number of women 
veterans becoming eligible for VA health care will affect VA’s planning for services, particularly 
as national efforts toward health care reform are added to the picture. 

NOVA thinks it is unrealistic not to do a comprehensive women veteran study to define more 
clearly bow VA can develop plans to meet health needs of this population. Ve must consider 
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neilectn) areai of women’s research in areas of gynecolog;, earl; cancer and heart desease 
among women, conditions relating to aging women, and more recently to the large and 
growing number of female veterans exposed to multiple chemicals which now appear to be 
effecting spouses and children. Continuing debate instead of taking action, over women's 
research smells like gender bias and continues to be a serious health threat for women 
veterans. 

Local action to do something about one of the leading causes of death in women was Initiated 
at the Denver VAMC for a women's Carcinoma Research Study. American Lake VAMC now 
has a X-Ray Densitometer for diagnosing and evaluating treatment of osteoporosis - 
equipment sought for the pest four - five years. It will open up additional research in 
osteoporosis. The Washington. D.C.. VAMC is engaged in several AIDS studies, open to women, 
involving clinical trials of treatmenL They recently renewed a five year NIH grant in 
conjunction with seventeen other sites (no other VAMC) to conduct treatment protocols for veterans 
and non-veterans. Unfortunaly. either no females or few females (veterans and non-veterans) are 
enrolled. Several other VAMCs ore involved In AIDS research and VA investigators are publishing their 
results, receiving recognition for their work. 

Commendable recent research and treatment efforts already In process Include studying the 
Impact of military trauma on women veterans though a Women's Health Science Division 
established with VA's National Center for Post-Traumatic Stress Disorder. 

Comments and Suggestions 

NOVA Is concerned that budget cuts and fit reductions will Impact negatively on progress 
being made. Loss of funds and staff affect ell services' budgets and delivery of care. More 
laboratory testa either In-house or contracted out. additional pharmaceutical products, or 
more X-Ray or mammographies, all will strain financial resources, just as VA is on the edge of 
something beneficial happening. Therefore, the following recommendations ora carefully 
thought out and are made by VA nurses and women veterans coordinators contacted by 
NOVA. They are: 

■ development of guidelines lor interaction of regional comprehensive health care centers 
with other VAMC within the region: 

■ provisions of clerical help and MAS support for new programs, clinics, centers, and 
registries: 

■ finer tuning of record keeping and monitoring of work as actual numbers don't always 
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match computer numbers; 

■ establishment of a clearinghouse for identifying female discharges from military services 
and processing service - connected rating; and 

■ more national dissemination of vomen's information to VAllCs. relying less on individual 
facilities to assume this task 

Mr. Chairman and members. NOVA thanks you tor the work represented in bill H.R. 3313, end 
is pleased to support all the provisions. It is helpful to VA nurses and all veterans to see 
changes being made and to know we can make a difference in VA health care. 

Thank you for inviting NOVA to testify today. 
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sTATsmar or Jon a* nTix&ca^ aasisnMT Dzaacroa 
aaTioaaL varaaaaa arrazaa aao aaBXBZLZTaTiov comizaazov 
m aKBizcaM uozaa 

BiPoaB THB auBcoKMiTna oa ovaation jmd zaraaTioaTioaa 
coKNimi OH vanaaMs arrazaa 
tmzTaD araTaa aooaa or aaraaiaaraTzvas 
Karoh-tt im 

Mr. Chairman and Hembars of the Subcommittee: 

The American Legion appreciates the opportunity to provide 
its views on the delivery of women veterans health care within 
the Department of Veterans Affairs (VA) . He appreciate the 
continuing efforts of this Subcommittee to ensure that the 
requirements of recent legislation concerning women veterans is 
being carried out by the Veterans Health Administration (VHA) in 
a timely and effective manner. 

Mr. Chairman « The American Legion supported the 
establishment of Public Law 102-585, the "Veterans Health Care 
Act of 1992", Title I - Women Veterans Health Programs. This 
legislation included nine relevant sections dealing with women 
veterans health care. The "Veterans Health Improvements Act of 
1993" (H.R. 3313), would further direct VA to undertake certain 
improvements to Title I of Public Law 102-585. Veterans 

demographic data suggests that a need exists for VA to develop 
high quality health care services for women veterans. Further, 
in anticipation of national health care reform, and a possible 
expanded role in the treatment of women veterans, VA must 
expedite these efforts. 

Prior to enactment of Public Law 102-585, health care 
services in VA were not extensively gender-based. Since 
enactment, VA has inaugurated many new women veterans 
initiatives and has worked to strengthen existing services. 
Some of these actions include the establishment of a National 
Training Program for women veterans health programs; 
establishment of eight women veterans comprehensive health care 
centers; the establishment of four women veterans stress 
disorder treatment teams and twenty-two full-time women veterans 
coordinators, plus full-time coordinators in each VHA region; 
and the recruitment of Vet Center counselors in 65 centers with 
special expertise to treat women who have experienced sexual 
traxima. Mr. Chairman, The American Legion commends these 
actions. He also recognize that it takes time and resoxirces to 
build an acceptable level of services for women veterans. 

The "Veterans Health Improvements Act of 1993" would 
require VA to extend and expand health care services for women 
veterans. This legislation includes provisions relating to 
"in-house" or contractual health care and the cost-effectiveness 
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of that care; women 'a reproductive services; the establishment 
of mammography standards, clinical research activities, and a 
women veterans population study; psychological trauma 
counseling; establishment of a toll-free service for veterans 
seeking information about counseling; women veterans coordinator 
positions and duties; and requirements relating to medical 
center privacy deficiencies for the treatment of women 
veterans. The American Legion supports H.R. 3313. 

Hr. Chairman, it is important to recognize that many 
provisions of the "Veterans Health Improvements Act of 1993" 
could be accomplished immediately. In fact, the legislation 
directs VA to accomplish all seventeen provisions of the Act 
over the next five years. That being so, it is equally 
Important to monitor the progress being made toward improving 
women veterans health care services and identifying the problems 
encountered along the way. 

For Fiscal Year (FY) 1994, VA has apportioned nearly $12 
million of recurring funding for women veterans health care 
programs* This amount includes $7.5 million which was 
appropriated by the Congress for FY 1993, and another $4.2 
million, approved in April, 1993. The continuation of earmarked 
funding for these programs is extremely important. As the 
requirements for expanded women's health care services 
increases, so too will funding requirements. An example of 
funding shortages affecting women veterans health programs is 
the current shortage of travel resources to conduct national 
education and training conferences. In order to keep the 
momentum moving forward with regard to developing all provisions 
of the Women Veterans Health Improvements as proposed in H.R. 
3313, the annual resource requirements of a fully functional 
women veterans health care program must be met. 

A number of VA medical facilities have established women 
veterans health care clinics. As a result of P.L. 102-585, 
eight VA medical centers were approved to expand or establish 
Women Veterans Comprehensive Health Care Centers and 22 
full-time women veterans coordinator positions were funded. We 
think that primary health care teams, and/or specific health 
care clinics devoted to women veterans is a concept that should 
be applied throughout VA. We also believe there is a 
possibility that national health care reform will add to VA's 
growing women veterans workload, along with a possibility that 
female dependents of veterans will be permitted to seek VA 
care. In those instances where the women veterans workload is 
not sufficient to provide certain in-house services, VA will 
need to continue its current authority to provide contractual 
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care eervlces. Also, as VA continues to aeseee the status of 
facility accoKBodations for women veterans, priority 
construction funding will be required to improve patient privacy. 

Mr. Chairman, with regard to impending health care reform 
and its possible impact on VA, and in particular women veterans. 
The American Legion suggests that VA undertake an updated 
research study of women veterans health care delivery within VA 
and the attitudes of male and female veterans toward VA medical 
care. The last VA initiated market research study of women 
veterans was conducted in 1982, at a time when VA did not 
receive high marks in the delivery of women veterans health 
care. Over the past decade, VA has made much progress in 
improving its women veterans health care programs. fAiile the 
quality, quantity and type of care provided to women veterans 
has improved, it is uncertain what subgroups of women veterans 
today choose to utilize VA. It is equally uncertain what the 
prevailing attitudes are toward VA medical care by those who are 
eligible but choose not to utilize VA care. In a time when the 
health care utilization choices of many Americans are likely to 
be affected by health care reform, it is important to obtain as 
much information as possible on the health care preferences of 
those who have access to the VA medical system. In this regard, 
VA needs more information on the specific characteristics of its 
users, male and female alike. 

Prior to the adoption and implementation of a specific 
health care reform plan, we feel it makes sense to conduct an 
up-to-date market research study of all veterans, with an 
adjusted sampling of women veterans. If VA is to succeed in a 
reformed health care environment, now is the time to obtain such 
useful information, not after the implementation of health care 
reform. P.L. 102-585 authorized up to $2 million to be spent on 
a population study of women veterans, however, these funds were 
not appropriated by the congress. In order to properly prepare 
for the eventual introduction of health care reform. The 
American Legion recommends that the Congress now provide a 
specific appropriation for VA to design and conduct a 
comprehensive market research study on both male and female 
veterans health care utilization patterns. 

Nr. Chairman, The American Legion has reservations about 
the effect of the current two-year limitation on sexual trauma 
counseling from the date of military discharge, within VA (P.L. 
102-585) . He opposed this time limitation when originally 
proposed and continue to see no scientific evidence to support 
such a statute. The delayed nature of sexual trauma suggests 
that a victim nay very well not seek treatment within a 
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specified tine frane. We strongly recommend that an open ended 
time frame would best address this issue. The American Legion 
also has concerns regarding the time limitation for treatment by 
fee-for-service providers in those instances where VA facilities 
are not capable of furnishing counseling economically because of 
geographic inaccessibility. We recommend the removal of the 
December 31, 1994, time limitation on the provision of 
fee-for~service contract care, as provided for in P.L. 102-585. 

As the Veterans Health Administration (VHA) moves to 
reconfigure its four regional offices to 16 Veterans Service 
Areas (VSAs) , we recommend that VA's special committment to the 
Women Veterans Coordinator Program is preserved. We hope that 
the four regional women veterans coordinators will retain their 
current administrative and oversight functions within VHA. 

An issue of concern to many individuals involved with 
women veterans programs in VA is that medical procedures unique 
to women veterans are not rountinely being captured in VA's 
automated data base, due to a lack of specific capabilities 
between VA's Information Management System (IMS) and link-ups 
with the Decentralized Hospital Computer Program (DHCP) . 
Improving the IMS program with regard to the reporting of women 
veterans health care procedures will help to Incorporate quality 
management principles and develop guidelines for facility women 
Veterans Health Programs, through the development of clinical 
indicators, and Improve documentation and reporting systems. A 
distinct women veterans DHCP package would greatly improve 
current data base reporting requirements and quality assurance 
activities. 

Overall, The American Legion believes VHA's women veterans 
health care programs are evolving in a positive direction. 
There is evidence of strong leadership and commitment to these 
programs at the managerial level. A need for further 
improvements will always exist. As these programs continue to 
develop and grow, funding support must keep pace. The American 
Legion looks forward to working with this Subcommittee in its 
efforts to protect and to promote the further development of 
VA's Women Veterans Health Care Programs. 

Mr. chairman, that concludes our statement. 
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HR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE: 

On behalf of the more than 1.4 million members of the 
Disabled American Veterans, and its Women's Auxiliary, I want to 
thank you for the opportunity to af^ar before the Subcommittee 
and offer our views related to the Department of Veterans 
Affairs (VA) provision of health care to women veterans. 

Nr. Chaiman, your letter of invitation to testify made 
reference to a variety of issues affecting women veterans and 
set forth those of particular interest to the Subcommittee. 

They include VA provision of gender specific health care to 
women veterans and problems encountered by women veterans in 
obtaining VA provided health care; availability in VA facilities 
of personal hygiene products; toiletries; cosmetics; clothing 
and other gender specific items used by women veterans; VA 
provided counseling for women veterans who are victims of sexual 
trauma; the effectiveness of VA's Women Veterans Coordinator 
program; VA medical facility acc^nmodation of women veteran 
patients; the Inclusion of women in medical and health care 
research supported and/or conducted by VA; and, the incidence of 
cancer among women veterans and their nonveteran peers. 

Mr. Chairman, in 1982 women veterans totalled some 
740,000. By 1990 the 1.2 million women veterans accounted for 
4.3 percent of the total veteran population. By the year 2000, 
women will represent 5.3 percent of all veterans and by 2040, 
they will make up about 11.0 percent of the total veteran 
population. 

Women have always provided meaningful contributions to our 
armed services over the course of our nation's history. This 
century witnessed women in service in large numbers for the 
first time. World War II saw 380,000 women in uniform. Later, 
110,000 women served during the Korean Conflict while 261,000 
served proudly and gallantly during the Vietnam Era. 

Nr. Chairman, more recently, the contributions made by 
women in the military took on somewhat new and varied roles. 
During the Persian Gulf War, aj^roximately 33,000 women were 
deployed in Southwest Asia serving in vital combat and combat 
support positions. 

Not only did women continue to serve in the role of care 
givers and lifesaving and nurturing nurses, but expanded that 
role by serving also as physicians in a combat theater. They 
served as pilots of combat aircraft, as well as crew members. 

As in civilian life, women in the military have, in many 
instances, assumed job parity with their male counterparts and 
have performed honorably. In short, women have evolved in the 
roles they perform in our nation's military service. This is as 
it should be. 

Not only are the functions and responsibilities of women in 
the military growing, so are their numbers. The 233,000 women 
in uniform now constitute approximately 11.0 percent of our 
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active military force with a elgnificantly large segment, some 
144,000, of our reserves also comprised of women. 

Mr. Chairman, it la clear that as the number of women in 
the military grows and the number of female veterans increases, 
so must the services and benefits provided by VA also Increase. 
In tandem, the focus to women veterans being served and/or 
eligible for benefits by VA must also be an area VA remains 
focused on. 

The 1992 GAO Report, "VA Health Care for Women: Despite 
Progress, Improvements Needed," provides perhaps the most recent 
overview of what VA has been able to accomplish over the years. 

Clearly, Mr. Chairman, more needs to be done. The area in 
greatest neglect and requiring Immediate attention and 
Improvement continues to be in the health care arena. Despite 
many acknowledged tangible gains, VA continues to be faced with 
persistent problems when attempting to ensure women veterans 
access to VA health care is satisfactory and, at a minimum, 
equal to that experienced by male veterans. 

Mr. Chairman, it is our sincere belief that VA has, since 
the enactment of Public Law 102-565, during November 1992, made 
significant strides in their policies affecting women veterans 
who have been the victims of sexual trauma/abuse. Some 
accomplishments include: 

* the augmenting by trained staff at VA Vet Centers who 
have specialized skills in providing counseling to 
women for the after effects of sexual trauma; 

* the establishment, In January 1993, of a new division 
within the National Center for Post Traumatic Stress 
Disorder (PTSD) devoted to studying the impact of 
military trauma on women veterans; 

* the creation of an eight week inpatient PTSD Program 
exclusively for women veterans at the Menlo Park 
division of the Palo Alto, California VA Medical 
Center which provides treatment approaches in 
recognition of the specific needs of women exposed to 
stressful events during military service; 

* . the establishment of four Women Veteran Stress 

Disorder Teams in each of the VA medical regions; and 

* the creation of a VA Task Force on Sexual Trauma in 
Women Veterans to provide input and advice on 
responding aggressively to women's health care needs. 

Mr. Chairman, medical services available and provided to 
women veterans have also continued to expand in quantity and 
quality. Accomplishments in the area of the provision of 
medical services Include: 

* the creation of eight Women Veterans Comprehensive 
Health Centers developed to focus on the unique 
health care needs of women and which will provide a 
full range of services to include serving as a 
resource to other VA facilities in specific geographic 
areas; 

* the hiring of 22 full-time Women Veterans Coordinators 
at selected VA medical centers and the evaluation of 
the need of converting other part-time positions to 
full-time Women Veterans Coordinators; 
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* the dictate that once in the system, women patients 
receive complete physical examinations to include 
breast and pelvic exams and the provision of a yearly 
pap smear; and 

* a large and varied number of different type training 
and education programs addressed at meeting the needs 
of women veterans seeking VA health care services. 

Mr. Chairman, during September 1993, VA published and 
disseminated to the field the publication, "Women Veterans 
Health Programs: Women Veterans Health Care Guidelines." This 
publication Is, In our view, long overdue. Importantly, It 
provides valuable and much needed information for not only VA 
health care providers and managers, but more importantly, for 
women veterans who are either using or considering using the VA 
health care system to meet their health care needs. 

Nr. Chairman, this publication covers areas dealing with 
medical care for women encompassing both gender specific and 
general medical care issues such as primary care, gender 
specific care, medical equipment and supplies, quality 
assurance, education and training, and a checklist for women 
veterans' program guidelines for physical examinations. 

Additionally, there is information concerning 
accommodations, privacy issues, clothing, personal hygiene 
products, canteen services, recreation, exercise and social 
activity that women patients are interested in. Finally, there 
is discussion regarding the issue of attitudes and sensitivity 
to women veterans' special needs as well as discussion on the 
imperatives of conducting outreach to women veterans. 

Hr. Chairman, on the last point of outreach, we are 
concerned with the apparent prevailing perception that some 
women apparently hold they are not, in the true sense of the 
word, veterans. In our view, every effort must be made to 
dissuade such feelings and, to the contrary, instill the belief 
in all women veterans they certainly are and deserve to consider 
themselves veterans and most assuredly are on an equal plane 
with their male veteran counterparts. In this respect, we are 
hopeful that an aggressive outreach effort will not only be 
recognized but made to reach those women veterans entitled or 
potentially entitled to the many benefits and services offered 
by VA and who are not now availing themselves of such services 
or have left the system for various reasons. 

At this point. Nr. Chairman, DAV would commend Secretary of 
Veterans Affaire, Jesse Brown, ‘for his recent action in 
establishing the position of Women Veterans Program Coordinator 
at VA Central Office. This action is long overdue. 

Ms. Joan Furey, recently ai^ointed to that position, is a 
nationally recognized expert in the area of women's health care 
and, specifically the area of counseling and treatment of women 
veterans experiencing FTSD and/or sexual trauma. 

Hr. Chairman, another vitally important attribute Ms. 

Furey brings to this position is her nationally recognized and 
acclaimed posture as an outspoken and effective advocate for 
veterans. Ns. Furey is an old friend of the DAV and it gives 
us great pleasure to welcome her to her new position, wish her 
the best of luck and, pledge to her and Secretary Brown, DAV's 
assistance, in any way possible, to make their goal of providing 
quality, timely and compassionate medical care services to women 
veterans a reality. 

Hr. Chairman, as a continuation of the DAV's deep concern 
about the unique problems facing women veterans, the DAV will be 
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hosting s women veterena’ health care forum at our National 
Service and Legislative Headquarters scheduled for Nay 25, 

1994. The main purpose of this forum, which Is being designed 
by a special DAV Women Veterans' Advisory Committee, Is to bring 
top executives and legislative branch officials face to face 
with women veterans to develop short and long-term solutions to 
a variety of problems affecting VA* s delivery of health care 
services to this growing segment of the veteran population. The 
DAV Women Veterans' Advisory Committee has met to discuss the 
general Issues of Interest that need to be addressed and a 
tentative process to develop a consensus building process to 
proactively address these issues. I am appending to my 
statement a list of the Advisory Committee. 

The Committee felt It desirable to confine the one-day 
forum to the broad Issue of women's health care. Some of the 
concerns identified that need to be addressed Include: 

* sensitivity to gender-specific needs; 

* uniformity of quality service delivery; 

* standard common evaluation of services rendered; 

* visibility campaign, outreach; 

* validation of female veteran value; and 

* systemic behavioral modification. 

Hr. Chairman, the DAV Advisory Committee has identified 
specific Issues Impacting women veterans in their quest to 
receive timely, quality and compassionate healthcare from VA. 
Some of these include: 

* access to care; 

* quality of care; 

* safety Issues; 

* privacy Issues; 

* sexual trauma intervention; and 

* post-traumatic stress disorder. 

Hr. Chairman, it la our every intention to conduct the 
forum In a very proactive, action-oriented manner. Said 
another way, this forum will be one of participation. All 
attendees will be requested to come to the forum prepared to 
discuss, in a work group setting, specific predetermined 
interests of concern. 

The work groups will "brainstorm" the issue toward the goal 
of reaching consensual agreement as to the necessary and desired 
action steps required to proactively address the Issue toward 
a goal-oriented outcome. 

Mr. Chairman, we are excited about the opportunity the 
forum will present to bring together those Individuals 
recognized as experts in the field of women's health care. We 
anticipate the participants to consist of Individuals from the 
VA Central Office, the Department of Defense, the Department of 
LaJoor, VA Medical Centers, staff from the Veterans' Affairs 
Committees, and other interested Rill staff, the various 
veterans' service organizations, women advocacy groups, and, of 
course, women veterans. 
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It is our belief and desire that by bringing together such 
a divergent group of individuals committed to active 
participation and discussion of the issues that we will be able 
to develop a proactive agenda with desired solutions and 
outcomes that will, in the end, benefit the way health care 
services are provided to eligible women veterans. 

Nr. Chairman, this concludes my testimony and I would be 
pleased to respond to any questions you or members of the 
Subcommittee may have. 
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IntrodacCkKi 

Good moming Mr. Chairman, my name is Linda Schwartz. 1 am medically 
retired from the U.S. Air Force. I use VA services and I am the Chair of the Vietnam 
Veterans of America's (WA) Veterans AIEiirs Committee, as well as the Special 
Committee on Women Veterans. I am pleased to have the opportunity to speak to 
you about the status of VA services for women veterans. 

There is no doubt that there have been many improvements on the part of the 
Department of Veterans Afiairs in this arena. The most recent and most promising 
is the appointment of Joan Furey, RN, MSN, as the Director of the Office of Women 
Veteran Programs. We see that Secretary Brown has taken decisive action in 
creating this new office and we applaud his selection of Joan Furey as its first 
Director. We know Joan to be a tireless and committed advocate for women veterans. 
WA looks forward to working with her as this new initiative to serve women evolves. 

Pending LegisUtion ~ HIL 3313 & S. 1030 

We also see that many of the provisions of the pending legislation H.R. 3313 
& S. 1030, which would fund Women Veteran Coordinators, extend the period for 
treatment for veterans who are victims of sexual trauma and augment present VA 
health care services for women veterans, would be tangible benchmarks for the 
improvement and equalization of VA services for women. Because many of these 
changes have been a mqjor part of WA’s legislative agenda for the past twelve years, 
we look forward to the enactment of theae measures. 

At the same time we understand that members of the Senate have intentions 
of using veterans health care legislation as a test for the question of federally funded 
abortions. We think it is important to state for the record that not one single woman 
veteran that we know of has made abortion an issue. It is sad to note that VA’s 
authority to counsel veterans who are victims of sexual trauma was in danger of 
being discontinued because the Senate has failed to pass the aforementioned 
legislation. 

Veterans health care is no place to decide the battle on abortion. When much 
needed authorization for adequate care of women veterans is held hostage because 
of concern for this question, we want to know where these Senators were when 
women veterans were not receiving adequate j^ysical exams? Where were these 
fulvocates of women’s rights when women veterans were dying of cancer at twice the 
rate of civilian women, in need of sul^tance abuse programs and homeless with their 
children on the streets of America? Why must veterans take the point on this issue? 

WA strongly urges the House and Senate to pass these bills, which will 
greatly enhance VA’s ability to provide much needed health care services to women 
veterans exclusive of the controversial abortion issue. 

Homeless Women Veterans 

As the numbers of homeless increase, the special needs of women veterans 
especially those with children are also on the rise. VA domidliaries and traditional 
shelters and housing programs are often unable to accommodate the special needs 
these situations require. WA supports the idea that the concept of mass housing 
and shelters needs to be reexamined. Not only do these forms of bousing exclude a 
certain portion of the veteran popuUti<m, they seem to create a ^de which 
perpetuates itself. 

Not unlike male veterans, homeless women veterans often are in need of much 
more than a roof over their hea^. Having participated in the recent VA S ummi t on 
Homeless Veterans, there are many creative new approaches aimed at alleviating the 
problems of the homeless by providing a holistic "continuum of care" which begins 
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with treatment for substance abuse and prepresses to job placement or educational 
opportunities. Experience has shown that women veterans often become homeless 
because th^ flee abusive situations. Many are battered women with children whidi 
requires special considerations. Once again identification of women veterans in the 
homeless population is the first and most important step to providing assistance. It 
has been suggested that simply asking '*Did you ever serve in the military?" on intake 
forms for homeless services and agencies would be invaluable in identifying veterans 
outside the VA service programs. 


H.R.3013 

Although Secretary Brown has taken the initiative to create an Office of 
Women Veterans Preprams, WA believe that the provisions of H.R. 3013 are still 
warranted. We want to thank Congresswoman Waters and many members of this 
Committee including you, Mr. Chairman, for 3 rour thoughtful assessment of the need 
to legislate and solidify a permanent program within the VA. This legislation will 
ensure accountability for quality of cai«, adequate privacy and resourws for the 
growing population of women veterans. *nus is an idea who*s time has come and the 
need is now. 

WA sees this as crucial because of the past performance and neglect by the 
VA in implementing services authorized and funded by Congress. Years of failure to 
correct deficiencies noted by the General Accounting Office (GAO) in 1992, and the 
pervasive practice of the VA to ignore legitimate complaints voiced by women 
veterans must come to an end if VA is to be competitive in the new health care 
environment. 

Because WA has been at the forefront in seeking reforms of VA’s 
accommodation of women veterans, we are well acquainted with the trail of broken 
promises and systematic efforts to overlook and minimize their needs. It is important 
to state that this history of neglect is no reflection on Secretary Brown. However the 
performance of previous Administrations have taught us the realities of politics and 
care for veterans. We would be derelict in our advocacy if we did not insist on 
legislative authority to ensure that never again will women veterans have to beg for 
complete physical examinations, adequate privacy or recognition of their service to 
this nation. 

In particulcu*, we call your attention to several congressional actions which 
were aimed at correcting problems encountered by women who sought help from the 
VA. Although these programs were authorize and funded by Congress, the 
bureaucracy of VA administrators stonewalled and stymied the implementation of 
these measures. For example in 1982, Congress directed the VA to include women 
veterans in all VA health research studies. While this was designed to equalize the 
VA research agenda, this protocol has yet to be implemented. 

Another glowing disparity has been the poor support of the VA Advisory 
Committee on Women Veterans. When this body was created by Congress in 1983, 
many believed their activities and char^ to report directly to Congress would be 
sufficient oversight of VA programs. However, Uiis Committee created by Congress 
did not meet for an entire 18 month period because of "lack of funding". This was 
pEirticularly dismal given the fact that at the same time, other non-statutory advisory 
committees were fiiUy funded for quarterly meetings. If the Advisory Committee is 
to really accomplish the important work Congress intended, there needs to be 
adequate resources, "fenced funds", more support and more meetings. 

In a recent meeting convened by Assistant Secretary for Policy and Planning 
Victor P. Raymond, women veterans agreed that the Women Veterans Advisoiy 
Committee needed to hold hearings in several key cities to see first-hand how 
programs and services are being delivered to women veterans. This would be a giant 
step and a realistic approach to assessing the effectiveness of the present system of 
care. It would abo provide a pragmatic means of identifying substantive needs for 
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change or additional aervieea. By taking the Committee to the women veterana in 
their own eommunitiea, there are many excellent opportunitiea to gamer media 
intereat and public tinderatanding of VA'a commitment to aerve women veterana. 
Such intereat and underatanding would &eiUtate the much needed outreach and 
enhance VA*a image. 

Yet another inatanoe of the need to codiiy a program ia the 1986 legialation 
which called for and funded a atudy of the health effecta of herbicidea on women who 
aerved in Vietnam. The authorization of this atudy waa for aome time a flicker of 
hope to theae women aa they tried to make aenae of their multiple miacarriagea, 
infertility and deformed children. They had many queationa about their own health 
atatua a^ the early deatha of women they aerv^ with, which they thought would 
be anawered by au^ a atudy. It ia now 1994 — there are no anawera, there ia no 
atudy. We aak how can the VA fail to carry out a law enacted Congreaa? 

Even more outrageoua ia the failure of the VA to follow the mandatea of Public 
Law 102-218, which created the poaition of the Chief Minority Aflaira OlBcer. Thia 
Officer waa directed to aaaeaa the noeda, inveatigate polidea and atudy the impact of 
the VA ayatem with regard to minoritiea including women. For mont^ thia poaition 
waa unfilled. Even people at the VA weren't aure who or what waa auppoa^ to be 
in charge of programa for women. 

Troubling, too, ia the fact that a "Survey of Vietnam-Era and Diaabled 
Veteraiu" ia to be conducted by the Department of Labor every two yearn in 
accordance with proviaiona of Title 38, of the United Statea Code. Preaently, thia 
aurvey doea not include women. Given the fact that theae veterana conatitute the 
faateat growing aubaet of the population and there ia evidence from other aourcea to 
auggeat that unemployment ia a problem for women veterana, auch an omiaaion needa 
to be corrected aa aoon aa poaaible. 

Thought ahould alao be given to legialatmg the incluaion of poat-Vietnam Era 
veterana in thia aurvey. Without a doubt the growing numbere of unemployed and 
diaplaiced workera and the downaizing of America'a military force warrant cloae 
monitoring in theae troubled timea. Employment and job plac^ent ia becoming the 
moat important concern for veterana. For example in my own atate of Cormecticut 
it ia eatinuted that 40-60 percent of our unemployed are veteraiu. In a time when 
Veteraiu Preference ia o^y given "lip aervice" even in federal jobe, we need to 
adequately aaaeaa the needa of all veteraiu and allocate reaourcea accordingly. 

The diacrepanciea noted in these examples are not limited to a sin^e structural 
unit of the VA or even a single Cabinet level agency. Services to women veterans 
which were authorized by Congreaa in the name of the American people have not 
been delivered. It is time that the years of neglect, bureaucratic inertia and excuses 
come to an end. Congress needs to ensure that laws are enforced at every level of the 
Department. In order to be serious about programs for women veterana now and in 
the future, the Director tasked with overai^t, policy development and investigative 
powers must have the tools and the clout to adequately address these reaponaibilities. 

It is important to stress that the provisions of H.R. 3013, to have the Director 
of the propoaed Bureau report directly to the Secretary and progress of the program 
be reported to Congreaa ia imperative. Aa we have noted in thia testimony, the 
programs and problems of delivering services to women veterana are complu. In 
addition to empowering the Director, thia access to the Secretary and reporting 
requirement would send a clear message that Congress will no longer tolerate 
indifference and disregard for the implementation of programs legislated to improve 
care of women veterana. 

Congresswoman Waters' legialation would strengthen the existing Office. We 
are all aware that future Administrations may not place the same priority on this 
issue aa the present Secretary. WA believes that tlw report by the Congressional 
Budget Office indicating that there are no budget implications for this legislation ia 
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even more evidence that the provisions of H.R. 3013 are a cost^fiTective means of 
ensuring the accountability, visibility and efficiency needed to improve and maintain 
quality services to women veterans. 

Women Veterans Health Study 

As the nation prepares for major reforms of our heath care delivery systems 
the importance of pragmatic and systematic assessment and planning for the future 
becomes self evident. As we look to the role of the VA in the 2l8t century, the need 
to conduct a major study on the health of women veterans is unquestionable, given 
the estimated cost and benefits of such a venture. 

We suggest that a cost-effective approach for the future must include 
collaborative efforts with other agencies like the National Institutes of Health. In the 
years we have debated the pros and eons of a health study of women veterans, other 
studies on women have been conducted or concluded. Once again, WA supports the 
concept of developing a schedule of questions about military service which could be 
part of any further studies by major agencies. This approach could provide 
information on significant differences in health problems of women veterans when 
compared with women who did not serve. This information could assist in future 
planning and development of programs within VA, which would better guide the 
allocation of resources within the Department. 

Summary 

Throughout its history the Department of Veterans Affairs has struggled with 
the question of care for women veterans. As the number of women serving on active 
duty continues to increase, the need to provide adequate care for these future 
veterans is no longer an issue of knee-jerk response to complaints. There are those 
within the veterans community who have publicly voiced opposition to any legislated 
programs for women veterans. The nc^on that the services in the aforementioned 
pending legislation are discriminatory to male veterans betrays the discrimination 
women veterans have suffered for years. 

We are heartened by the actions Secretary Brown has taken to help women 
veterans and homeless veterans. But at the same time we cannot forget the lessons 
of the past. There is a need to strengthen the present Office of Women Veteran 
Programs to ensure there will be enough power to do the job. Because federal 
programs to assist women veterans are not limited to VA, the concept of creating a 
Bureau is pragmatic and much needed. Programs designed to help women veterans 
are all underused. Much like the men, there is a critical need that providers of 
services to veterans work together to maximize Uie utilization of resources presently 
allocated for veterans on local, state and national levels. 

As the Department of Veterans Affairs prepares for mqjor changes in the 
nation’s health care system, the need to upgrade and standardize care for women is 
no longer a luxury. If VA is to be oompedtive in this new environment, it must be 
able to provide privacy and care for the gender-specific needs of women. Equally 
important is the concept that planning and development of VA programs will have 
to be determined by hard numbers and real facts if it is to survive. The days of 
rhetoric are coming to an end. 

WA has long been the champion for women veterans. As we move into a new 
era of health care in America, the problems of a new generation of women veterans 
will present even more challenges to the system. Regardless of period of service, WA 
intends to remain true to our foundi^ principle that "Never again will one 
generation of veterans abandon another." WA wiU always be a voice Eind a reminder 
that women who serve the nation are entitled to honor, equality and recognition. 

Mr. Chairman, this concludes my statement. 
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Mr. Chalmum and Membera of the Siibcommlttee , on behalf of 
Paralyzed Veterans of America (PVA) , It la an honor to participate 
In today's hearing. PVA appreciates this opportunity to present 
our views and concerns regarding the Department of Veterems Affairs 
(VA) recent actions to Inqsrove the provision of health care to 
women veterans and related Issues. PVA represents more than 300 
women veterans, all of whom have spinal cord Injury or disease. We 
consider the fulfillment of their health care needs for gender- 
specific services, spinal cord medicine and other services of 
paramount Importance. 

There has been a significant Increase In the number of women 
serving In the United States Armed Forces; correspondingly there 
has been a substantial Increase In the number of women veterans. 
The 1990 census Identified 1.2 million women veterans, coiqprlslng 
4.5% of the veteran population. The dramatic Increase In women 
veterans presents the VA with an unparalleled challenge to meet the 
specialized health care needs of women veterans In what has 
historically been a male-oriented health care system. In 
addition, the VA faces the Imminent challenge of national health- 
care reform which could have a profound effect on the structure of 
and services within the VA system. If the VA Is to compete 
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successfully in a reformed health care system, VA health care 
facilities must be equipped and prepared to afford women veterans, 
as well as the dependents of veterans who may soon be eligible for 
VA medical care beneficiaries, comprehensive health care services; 
otherwise the VA stands the real risk of losing a substantial 
portion of Its market share to other health care providers. It Is 
Incumbent upon the VA to provide eligible women veterans and 
dependents timely, appropriate gender-specific health care 
services . 


WoMn Veteran's 1«-w e Teltletlwee 
The VA's track record for providing women veterans gender-specific 
health care la not impressive. The health care services afforded 
to women veterans are sporadic auid Inconsistent, with few 
exceptions, throughout the VA system. According to a recent 
investigation of the Inspector General (IG) of the VA, many VA 
facilities were found to be deficient in providing certain gender- 
specific services. For example, of the 166 facilities surveyed 75 
offered no on-site women's health care clinics. In addition, the 
IG visited eight facilities and found the following; t«ro opened 
their women's health clinics every other week for merely four 
hours; five facilities offered gynecological care on a contract 
basis; and only two facilities had rape kits and obstetrical kits. 
Moreover, the U.S. General Accounting Office (GAO) has found that 
physical examinations, including cancer screening for women 
veterans, continue to be sporadic. 

Even with these problems, VA Is taking some positive steps In 
Improving women's health care. More hospitals are designating 
women veterans' coordinators. VA has established four additional 
sites for Women's Comprehensive Health Care, bringing its total 
numt>er to eight. Compliance with privacy standards is inqprovlng. 
All medical center pharmacies carry contraceptives and hormone 
replacement therapies even though limited access to providers who 
can prescrllse them may still make them difficult to obtain. All VA 
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madlcal c«atars atieuld new have in place aexual trauma taaiiia to 
offar counaalllng to any veteran who la sexually harassed or 
attaclced while on active duty. 

The passage of H.R. 3313 (Veterans Health Inprovements Act of 1993) 
would amend title 38 and begin to eliminate the Inequitable 
distribution of VA health care services to women veterans. 
Although women represent 4.5% of the veterans population they malce 
up only 2.4% of all VA discharges. The portion of women veterans 
seeking health care that are service-connected Is higher for women 
than men, suggesting that women are more likely to seek care In VA 
If they have a high priority status for care. Why aren't women 
veterans seeking health care at the same rate as their male 
counterparts? The reasons are multiple: first, women are unaware 
of the VA services available to them; second, eligibility status 
la even aure confounded for female than for male veterans; third, 
women perceive the system as one oriented solely towards the needs 
of men; and, finally, VA has not done enough outreach to women 
veterans to Inform them of their eligibility and of the services 
they now provide. 

The above reasons have seriously curtailed the growth and demand 
for women health care services within the VA. Hoaien who were 
previously only able to gat a Pap smear at VA and had to get 
contraceptives elsewhere were alienated from the system. This 
problem and some others have been solved. Women need to jse 
iafezmad that these services are now available to them. Should 
H.R. 3313 be enacted, woma n veterans will finally have an 
opportunity to seek the fuller continuum of care through VA-care 
that they can typically receive through most private Insurers, DoD, 
or Medicaid today. Obllke these other payers, however, VA will 
still not offer prenatal, obstetrical care or fertility services. 
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Despite having served In the military, women were not given 
"veteran* status until 1948. This belated recognition of women as 
veterans has ramifications for women's awareness of eligibility for 
health care services even today. Many women do not recognize 
themselves as veterans, as the 1985 Survey of Female Veterans 
demonstrated. This type of unawareness suggests that far more 
outreach needs to be done to Inform eligible women veterans of 
their Sseneflts. For example, the women veterans program at the 
Minneapolis VA medical center, one of the eight Women's 
Comprehensive Care Centers around the nation, found that Its 
database of wqmen patients tripled when It began a serious outreach 
effort to Inform and demonstrate to the state's women veterans that 
the outstanding Minneapolis program was dedicated to providing 
high-quality In-house women's health care services. Other VA 
medical centers have had similar experiences. Jumps In worlcloads, 
such as Minneapolis', are Indicative that there Is a great deal of 
suppressed demand for services within the women veterans' 
community. 

A designated women veterans' coordinator for each VA medical center 
(especially those designated as medlcal/surglcal facilities) would 
undoubtedly help VA develop Its women's patient base and help to 
guide service delivery and enhancement to best meet the needs of 
women veterans. Outreach Is an essential part of developing 
effective women's health care services. 

Outreach efforts will help VA medical centers Identify women's need 
for services— Information that Is critical to VA managers In 
deciding how beat to provide women's services. Need at most VA 
medical centers Is greatly suppressed. Basing an assessment on 
women's current utilization of VA services Is likely to result In 
a grave underestimate of actual need. VA must first make the 
effort to educate women veterans about their benefits before 
deciding that women simply do not use VA services enough to warrant 
the purchase of equipment or the enhanced availability of women's 
clinics. This argument of lack of demand, which VA continues to 
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ua«, is circular. Woaan will not ccoa to a aervlca that is not 
acceaalble and cannot fulfill their neade. NooMn will not cone to 
a service they believe they lack eligibility for or that they are 
not aware exlats. VA medical centers must make concerted efforta 
to examine actual need among women veterans In their service areas 
before they justify not providing in-house services. 

If outreach efforts are not fruitful, VA can justify providing 
services through sharing or fae-basad arrangenants. FVA is not in 
favor of having sarvlcea open which do not have the capacity to 
justify them, underutilized facilities often render lower quality 
care because staff lose the skills busier providers are able to 
retain. It is quite possible, however, that outreach efforts will 
bring enough women veterans into the system to justify increasing 
in-house service delivery. Outreach and interim ■information and 
referral* services would warrant the designation of a full-tlma 
women veterans coordinator at medical centers with or without a 
women's clinic. 

Identification of potential users and outreach are essential to 
VA's strategic planning for the future anyway. Health cara reform 
may change VA's benefits package as well as its beneficiary 
population. Veterans' dependents may be eligible for care in the 
system which has the potential of increasing the need for women's 
health care delivered or paid for by the VA. The effecta of health 
care reform will also have to be considared before VA medical 
centers can accurately project how many eligible women 
beneficiaries it will serve. 

Effective women veterans’ coordinators can maka the system a more 
welcoming place for women. Nomen veterans are often alienated by 
what they perceive as a male-oriented organization. An accessible 
advocate that can channel woman to the appropriate care 
providers-whether inside or outside of VA-can do wondara to improve 
the image of a health care organiaatioa for any patient. PVA 
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conducted a series of focus groups which Included women veterans 
who had never used the VA medical care system and women that had 
used the system In the past as well as a variety of men's groups. 
The idea of a case-manager^hether a physician, a mid- level health 
professional or another Individual-had universal appeal for 
veterans In all of the groups examined. A recognizable ally «*ould 
help many women veterus get over the fear of entering a system 
they associate as being exclusively for men. 

women veterans' coordinators can Inclement and monitor privacy 
standards. Many VA facilities are still having problems 
accommodating women on wards . Through past Congressional testimony 
we heard of a sexually abused woman veteran who was put on an all- 
male psychiatric ward where she was clothed in just a hospital 
gown. Another woman veteran we've spoken to claimed that her 
nurses had to make a painstaking search each morning to locate a 
small man's gown for her. Private bathrooms remain a problem for 
many VA facilities. Many wards have a shared bathroom. When a 
woman Is placed on the ward, she Is likely to have her use of the 
bathroom facilities limited to certain hours. This Inconveniences 
male veterans as well. Creating private clinic space In outpatient 
clinics presents yet another challenge for VA. Most VA medical 
care centers' space available for women's clinics Is severely 
curtailed. 

For all of th* above reasons, women veterans' coordinators are, in 
short, essential to the success of VA's provision of health care. 
There are presently eighteen full-time women veterans coordinators 
around the nation. VA plans on adding four more. Other VA 
medical centers have designated women veterans coordinators, but 
often they share this responsibility with the responsibilities of 
another full-time position. This is the case at least one major 
city's VA medical center where the women veterans' coordinator Is 
also the head nurse on a busy hospital wardl PVA staff reached 
this industrious lady after no less than six phone calls. VA 



170 


telaphone operacora tiara not awara ot bow or whara Co routa the 
call . Moat Moman vatarana who nay alraady hava poor parcaptlona of 
VA nodical caro (aa tba Survey of Fanale Vatarana Indlcatea one- 
third do) would not be ao paralatant. PVA and ocher vatarana 
aervlca organixaclona co-authoring the Jndapandent Budget 
recomnended SO additional full-tine women vatarana coordinatora for 
the VA nodical ayaten. 

The aucceaa of a woman vatarana' coordinator ia highly dependent on 
the aupport Chat individual ia given by Che leaderahlp of the 
organiaatlon. Women vatarana' coordinatora ahould be damonatrably 
involved in Che aatabliahmenC of policy for each individual medical 
center. The poalclon ahould be given hlgh-vlalbllity in the 
organiaatlon. auch aa appointmenta to organlaatlon-wlde coomitceea 

t 

and taak forcea. The poaltlon'a functiona ahould be well 
underacood by even the loweat level cleric ao that the coordinator 
ia aa acceaalbla aa poaalble. Slgna ahould alao be placed in high- 
traffic areaa of all medical facilitiea to enaure chat woman know 
Chat a ccx>rdlnator la available to them, either in that facility or 
in the facility neareat to them with a coordinator. Facilitiea 
with aucceaaful womena' programa, auch aa Hinneapolia VA medical 
center' a program, alao make an effort to aee each woman admitted 
into the facility to enaure that ahe la receiving the appropriate 
treatioent and her needa are being met. 

He are concerned about other aapecta of health care delivery and 
reaearch on women' a health aa trail. The laaC three IndetpendenC 
Budgeca have documented our concern for VA' a reaearch into lifetime 
cancer prevalence in women veCerana, which the Survey of Female 
Veterima ahowed to be twice aa high aa that of the general 
population. Reaearch into women veterana' gender-apeclflc laauea 
haa not been a high priority. The Independent Budget haa 
reconmiended reaearch into women' a laauea receive $4 oiillion in FT 


1995. 
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The climate seema ripe to make significant inqprovementB In health 
care delivery to all veterans. Meaningful debate about health care 
reform has spurred Isoth women and veterans' health advocates to 
action. VA has an Important and continuing role to play In the 
provision of health care, research and education in the nation's 
health care system. Women are a growing part of VA's patient 
base. To Ignore them would be to spurn a meaningful strategic plan 
for VA's future. Women, a long nsglsctad group svmn among 
veterans, should be among the first share in the benefits from our 
new resolve to create a better health care system for all veterans. 


Mr. Chairman that concludes my testimony. I will be happy to 
answer any questions that I can. 
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STATEMENT OF 

DENNIS COLLINAN, DEPOTV DIRECTOR 
NATIONAL LEGISLATIVE SERVICE 
VETERANS OF FOREIGN WARS OF THE UNITED STATES 

BEFORE THE 

SOBCOIMITTEE ON OVERSIGBT AND INVESTIGATIONS 
COMMITTEE ON VETERANS* AFFAIRS 
UNITED STATES ROUSE OF REPRESENTATIVES 

WITH RESPECT TO 

PROVISION OF HEALTH CARE TO WOMEN BY VA 

WASHINGTON, D.C. MARCH 9 , 1994 

HR. CHAIRMAN AND MEMBERS OP THE SUBCOMMITTEE: 

On bahalf of the 2.2 Billion Ban and wOBen of the Veterans 
of Foreign Wars of the United States, I wish to thank you for 
Inviting our participation in today's Inportant hearing Address- 
ing the issue of the provision of health care to women veterans 
by the Departnent of Veterans Affairs. I would also take this 
opportunity to thank and congratulate you on behalf of the VFW's 
entire BaBbershlp for your continuing efforts and concern on 
behalf of all of ABorica'a veterans through the diligent func- 
tioning of this aubconnittea . 

Hr. Chalraan, the testlBony today centers around examining 
the benefits and services provided to woman veterans by VA. We 
are also looking at how successful efforts have bean to increase 
the level of women veteran 'e program participation. The VFW 
appreciates the increased responsiveness exhibited by the VA and 
the resultant increase in female veteran utilization of VA serv- 
ices. 

The Women Veterans Advisory Committee was originally estab- 
lished in 1983 to advise VA on meeting the special needs of women 
veterans. It was then apparent that many inadequacies existed in 
providing medical care for woBsn veterans in VA clinics and 
hospitals. As a combined result of the male oriented VA hospital 
system and a general lack of benefit awareness, many women veter- 
ans were not utilizing VA benefits and services. The Women 
Veterans Advisory CoBBlttee moved swiftly to address the inequal- 
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Itias that existed In the VA aystea. It also served to heighten 
public awareness of woaan veterans 'and that they are entitled to 
the sane rights and privllages enjoyed by sale veterans. 

It Is unnecessary to cite the aany Issues addressed, nor Is 
it necessary to list the numerous recoanendations made by this 
conmlttee; the overall accoapllshaents speak for themselves. As 
a result of their concerted efforts, the Women Veterans Advisory 
Committee working together with VA, women veterans are no longer 
a totally forgotten group within VA even though much remains to 
be done. This continued and combined effort can only serve to 
further Improve and upgrade the care and treatment provided all 
veterans . 

The VFW Is pleased to note that the Department of Veterans 
Affairs Is now providing health care clinics for women and that 
mammography services are available in most major VA medical cen- 
ters. VA has also continued to compile data on women veterans 
which should prove useful In providing enhanced services to this 
deserving and long neglected segment of the veteran population. 
Additionally, It would seen that the privacy issue is at last 
being addressed within VA. While there has not been a large 
Increase in women veterans utilizing VA, the numbers are nonethe- 
less still on the rise. Continued efforts to assure women that 
they will receive not only proper medical care, but appropriate 
consideration with respect to their particular needs will cer- 
tainly assist In truly opening up the VA health care system to 
these veterans. Nr. Chairman, the term "veteran* applies to all 
former members of the Armed Forces regardless of gender. Now 
that VA Is acting upon this fact through both word and deed, the 
VA health care system is becoming steadily more available to 
women veterans. Fair and equal treatment Is not just a good 
Idea — It la a mandate. 

Hr. Chairman, this concludes ay statement. Once again, 
thank you for Including the VFN in today's Important hearing. I 
would be happy to respond to any questions you nay have. 
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WRITTEN COMMITTEE QUESTIONS AND THEIR RESPONSES 

QDESTIC3N8 SUBMITTED BY 
HONORABUE LAMS EVAMS, CHAIRMAN 
SDBOOMaTTEE ON OVERSI6BT fi INVESTIGATIONS 
COMMITTEE ON VETERANS' AFFAIRS 

VA HEALTH CARE FOR WOMEN VETERANS AND RELATED ISSUES 

MARCH 9, 1994 

QUESTIONS FOR THE HONORABLE STEPHEN A. TR<X>DEN 
INSPECTOR GENERAL 

DEPARTMENT OF VETERANS AFFAIRS 


1 . Rhat additional raaouroaa ara naadad to provida affactlva 
ovarslght of VA facility coopllanoa with VA diractivaa on 
tha provlalon of haalth cara aarvlcaa to wonan vatarans? 

The Veterans Health Administration (VHA) has a full-time National 
Women Veterans Coordinator (WVC) who reports to the Assistant 
Chief Medical Director for Environmental Medicine and Public 
Health. VHA also has established four full-time HVC positions in 
its Region offices. The Office of the Assistant Secretary for 
Policy and Planning has also created a full-time position of 
Executive Director for Women Veterans Programs. This person 
reports directly to the Assistant Secretary. Additionally, two 
full-time employees have been added to the Southeastern Regional 
Medical Education Center in Birmingham, Alabama to develop and 
coordinate a Women Veterans National Training Program. This 
staff commitment is greater than it has ever been before. We 
believe these centrally-directed positions, in conjunction with 
the eight recently established centers of excellence in women’s 
health care, are adequate to initiate and oversee the development 
of Women Veterans Treatment Programs throughout the country. 
However, we are concerned that as the VHA organization evolves 
from 4 regions to 16 veterans service areas, the four Region- 
based WVCs might be lost. 


2 . Last year the Office of Inspector General called on the 
highest levels of VHA managsoient to provide better 
leadership for improved waavn veterans haalth cara. 

Describe tha actions taken by tha highest levels of VHA 
managanant to dasionstrata stronger leadership for tha 
provision of adequate treatment for woman veteran patients 
since tha 016 reconmendation and describe tha impact (s) of 
these actions . 

What further actions can be taken by tha highest levels of 
VHA management to improve women veterans haalth cara? 

Since last year the Under Secretary for Health through the Office 
of the Assistant Chief Medical Director for Environmental 
Medicine and Public Health has established the HVC positions 
discussed above. The Under Secretary has also established eight 
centers for excellence for women's health care around the 
country. These centers are regional referral resources which 
smaller medical centers can use for consultation and specialized 
treatment of patients with gender-related illnesses. Our 
Inspection report entitled "Inspection of Women Veterans Health 
Care Programs, Privacy Issues — Part II," dated March 4, 1994 

(Report Number: 4HI-A19-042) showed that while VA managers have 
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considerable vrork yet to do to sake VX medical centers hospitable 
places for women patients to receive comprehensive treatment 
services, they have made some progress In attempting to ensure 
the availability of adequate services for women. My Office of 
Healthcare Inspections plana to conduct further Inspections of 
women veterans health care Issues over the next 2 to 3 years. 
These Inspections will evaluate VKh'a managesient of mammography 
and PAP smear examinations, and the effectiveness of the women's 
centers of excellence. Me will continue to keep you apprised of 
the findings In these Inspections. 
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RELATED ISSUES 


ANSWERS TO 

QUESTIONS SUBMITTED BY 
HONORABLE LANE EVANS, CHAIRMAN 
SUBCOMMITTEE ON OVERSIGHT AMO INVESTIGATIONS 
COMMITTEE ON VETERAN’S AFFAIRS 

VA HEALTH CARE FOR WOMEN VETERANS AND RELATED ISSUES 

MARCH 9, 1994 

BY MS. KAY DENNIS 
NAPA, CALIFORNIA 

I. What past efforts to make women more aware of their veterans 
benefits have been successful and should be repeated? 

The most successful pro9ram In California for Identifying 
women veterans and making them aware of their veteran status 
and their eligibility for veterans benefits was the 
appointment of the seven member State Commission on Women 
Veterans. This committee was funded for only three years 
because of state budget deficits, but in that time It 
accomplished the following: 

A. Held ten public hearings in all parts of the state 
which were well attended and full of good information. 

B. The Individual commission members met with many smaller 
women veterans groups in order to develop a network of 
informed women veterans of all wars which could 
continue to Identify women veterans and make them aware 
of the benefits they have earned. 

C. Developed a questionnaire, thousands of copies of which 
were distributed througnout the state by every means 
possible Including all veterans groups, VA mailing 
lists. County Veterans Service Offices, Women Veteran 
Coordinators In VA Hospitals and Medical clinics, and 
the California State Emvployrnent Development Department 
which was particularly helpful In this project. 

A total of 2,130 forms were completed, returned and 
tallied. It was most surprising to find that a 
significant number of the respondents did not consider 
themselves veterans because they had not been wounded, 
had not been overseas, did not serve in time of war, 
etc. Also we found that some had applied for one or 
more of their benefits but had been told they were not 
eligible in such a rude manner that they left and never 
returned . 

NOTE: In many cases a significant problem seems to be 

the word "VETERAN**. This Is a problem nationwide, 
according to Admiral Francis shea-Buckley, u.S.N. 
(Ret.), a member of the v.A. Advisory Committee on 
Women Veterans. If the woman is asked "Are you a 
veteran?" She will very often answer "No". If the 
question however Is; "Have you ever been in the 
military service?" She will say "yes". 

It should also be pointed out that women who are not 
aware of their other veterans benefits almost all know 
they are entitled to educational benefits and a G.I. 
home loan. 


PAGE (1) 
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II. What new e££oEt9 to mako women more aware o£ their veterans 
benefits should be tried? 

A. Before service personnel are discharged each branch of 
the service should be certain that every discharged 
veteran in Its jurisdiction is thoroughly briefed on 
his or her rights and benefits and a brochure 
summarizing this Information should be provided each 
veteran. 

B. A permanent commission on Women Veterans should be 
appointed In every state. Its purpose should be to make 
sure that all women veterans are Identified, that they 
are Informed about the veterans benefits they have 
earned, and that the benefits are actually being 
provided . 

C. The work that the California state commission on Women 
Veterans did was a wonderful beginning but it was just 
that, only a beginning. There are so many problems that 
are just now being recognized as applying to women 
veterans as well as men: I.E. PTSD (post traumatic 
stress disorder), homelessness, substance abuse, agent 
orange, etc. 

D. The Women Veteran Coordinators in the VA hospitals and 
the State Commission on Women Veterans together can be 
powerful sources of help in identifying women Veterans 
and creating and maintaining programs that will 
effectively help them. 

III. Oo you believe that the responsibilities of a Women Veterans 
Coordinator can be accomplished In five hours a week? What 
is the minimum number of hours per wee)i a Women Veterans 
Coordinator should have to accomplish these 
responsibilities? 

A. in order to answer this question fairly and accurately, 
I called the Women veterans Coordinator that i talked 
to In preparation for my appearance before the 
committee on March 9th. I asked her to send me her 
thoughts on this question and If possible to consult 
with other WVCs for their input. I Intended to use this 
Information as a source for my answer to this question. 

Her reply my answer. I will not change or delete one 
word because the dedication of these women to their 
jobs, to their hospitals and clinics, and most of all 
to the women veterans they want to serve, as well as 
their frustration at not having the time and support to 
do what they want to do. and should do. Is so self- 
evident that any comments by me are superfluous. 

Here is their answer: Letter dated 4/19/94 

Kay, 

Sorry for the Informality of this, but I do not have access 

to a typewriter or word processor. 

I. To answer your question re. responsibilities of wvc (Women 
Veterans coordinator): can the job be accomplished In 5 hrs 
per week? 

The opinion of all WVCs I communicate with , as well 
as any staff associated with the Women's Programs, Is a 
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RELATED ISSUES 


definite Hfi. 5 houra/wk doesn't even scratch the surface. 

If you read the VA'S own Program nulde for womgn 
Veterans coordinator , you can easily see that the duties and 
responsibilities, and reporting requirements, cannot be 
carried out In only a few hours a week. These duties and 
responsibilities don't even begin to cover the intangible 
and often Informal things that require the time of the wvc, 
for example, phone calls from patients, from other staff, 
from outside facilities, patients dropping In, etc. 

The need to communicate with the wvc, or for 
intervention In certain situations, occurs at all times; 
thereby necessitating access to the WVC during all 
administrative hours, not just those few hours allotted. 

This makes it very difficult for both the patient and the 
WVC when the WVC's Input Is needed when she Is performing 
her other job duties. Using myself as an example, when I 
have a heavy clinic day scheduled, I have no time to return 
phone calls from patients, or problem-solve issues of the 
facility at that time. Often, I must wait until my allocated 
administrative time (which Is on Wednesdays) to return calls 
or do other things. Perfect example is this Input you very 
appropriately asked me to provide. Try as I may, I could not 
squeeze any time in until today. 

" official duties of the wvr Include * 

- maintaining community networks to facilitate needs of 
women vets. 

- assists with planning activities, therapies, and 
building modifications which reflect the needs of women 
vets. 

- serves on hospital-wide committee to support women's 
programs. 

- serves as liaison for women vets with the 
administration of the facility, region, and veterans 
organizations. 

- Promotes public relations and outreach within the 
community. 

* Provides education for staff members including 
students, interns, and volunteers, regarding the care 
of women vet patients. 

- acts as patient advocate for women patients, both 
inpatients and outpatients. 

- acts as consultant and ombudsman on Issues pertaining 
to women veterans health care. 

" OTHER SU GGESTED DUTIES INCLUDE " 

- Case Coordination 

Interviewing women patients. 

Orienting patients to the facility, services 
available, and benefits. 

Consultant to health care team. 

Identify concerns and unmet needs of women 
patients and bring to attention of facility 
director . 

- Program Coordination 

Assures compliance of women Vets Program with all 
VA policies and regulations. 

Assists with planning activities, therapies, and 
building modification which reflect the needs of 
women patients 

Develops a file of resources for women in the 
facilities and the community. 

Coordinates women veterans activities In the 
facility. 
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Develop and maintain working celatlonahlpa with 
women veterans organizations and auxiliaries. 
Collaborates with conununity agencies. 

Serves on appropriate boards and committees 

- Program Evaluation 

Monitors adequacy o£ rooms, privacy Issues, 
clothing and personal needs. 

Canteen products. 

Evaluates satisfaction with care women receive. 
Quality assurance activities related to the level 
of care women patients receive. 

Keeps statistics on women patients 

" OTHER RESPONSIBILITIES " 

- In providing medical care to women, the WVC is 
Involved in setting up Women Veteran Clinics - she 
often is a direct care provider for women, as well as 
having the duties of the WVC. 

- She also is charged with setting up the Womens 
Veterans Pcimatv Health care Teams - she serves as 
chairman of the team. The team is supposed to meet 
regularly to manage the care of the female patients and 
to identify special concerns of female patients. 

- The wvc's are also frequently sought as speakers, and 
to give inservlces and employee orientation and 
training in the care of female patients. She also is 
supposed to have quarterly meetings with the facility 
director . 

- Outreach needs *■ getting the word to patients as to 
the services available at the facility. Identifying 
groups of patients not currently receiving services 
that ate available. 

II. The minimum hours per week needed to accomplish all of the 
duties - MUST BE 40 HOURS PER WEEK! THIS IS A FULL TIME JOBl 


A. Time Issues : 

* A major problem: when the wvc is a "Collateral Duty 
Assignment" (meaning, she has wvc duties as only part 
of her job) she can not do full justice to the role of 
the WVC. The allotted administration time is often 
taken up - le, she is given other duties to do during 
that time; for example, staffing shortages will 
necessitate her being assigned other duties by her 
supervisor during her administrative time. 

B. Paper work and reports: 

- Va Central Office requires the WVC to keep numerous 
statistics and do numerous reports on Women's Program 
Issues. 

- clinical data tracking, such as PAP smear results and 
follow-up Is ongoing. 

- Minutes of the various meetings 

C. Direct Clinical Issues: 

' Scheduling and notifying patients of abnormal results 
and tests. 

- Referrals to other VA*9 for services needed 

- fee basis for services not available. 

- helping patients sort out eligibility Issues. 
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D . eauipment ; 

- Keeping track of equipment needs 

- requesting and submitting paperwork for equipment 

- obtaining, pricing, and vendor Information for needed 
i terns . 

E. Education ; 

- Obtaining educational materials for patients 

- Setting up educational programs for patients 

- setting up training and educational programs for 
staff and providers. 

F. Communication ; 

- Communicating to the facility administration the 
needs of the program. 

- Communicating and networking with other VA's 

The 5 hours allotted time for WVC's is eaten up Immediately by 
just one or 2 of the activities mentioned in the previous pages. 
This is a labor Intensive, complex, and comprehensive job. It 
cannot be accomplished, and the duties it was intended to serve 
cannot be effectively done, in anything less than a full time 
40/hr week capacity. 

Hope this helps. 
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April 19, 1994 


U.S. House Of Representstlves 
Conalttee On Veterans' Affairs 
335 Cannon House Bulldlnq 
Washington, DC 20515 

Dear Congressaan Lanei 

This Is In response to your request dated March 17, 1994. The 
State Of Ohio Governor's Advisory ConDlttae on Women Veterans Is 
pleased to provide these additional comments and recommendations 
to the Subcommittee on Oversight and Investigations as a follow- 
up to committee member Mary Jean Read's testimony of March 9, 

1994. 

l.(a) What past efforts to make woman more aware of their 
veterans benefits have bean successful and should be 
repeated? 

The VA Advisory Committee on Women Veterans has bean very 
Influential In providing an Independent and objective review of 
Department Of Veterans Affairs programs and services and how they 
Impact on woman veterans. This committee was established by P.L. 
9B-160 In November 1983. The VA Advisory Committee on Homan 
Veterans should continue and must receive adequate funding to 
carry out Its mission. This committee has been the driving force 
behind Improving the treatment of women veterans at Department Of 
Veterans Affairs Medical Facilities. It has also been 
Instrumental In advocating outreach efforts to make women 
veterans aware of the benefits they have earned. 

(b) What new efforts to make women more aware of their 
veterans benefits should be tried? 

Problem; Identifying and locating women veterans. 

Recommendations : 

1. Department Of Veterans Affairs be required to maintain a 
computer registry of ALL veterans. 

2. The Department Of Defense be required to provide this 
Information to the Department Of Veterans Affairs upon 
discharge of service member via whatever mechanism these 
Departments deem to be most expedient. 

3. State Offices Of Veterans Affairs and State Advisory 
Committees on Women Veterans be granted access to this 
Information. 

Problem: Employarant Issues of Women Veterans are not 

adequately addressed by the Department Of Labor. 

Recommendations : 

1. Require the Department Of Labor to Increase the number of 
women veterans In Disabled Veterans Outreach Program (DVOP) 
and Local Veterans Employment Representative (LVBR) positions. 
Give priority to BOTH disabled and women veterans for the LVER 
positions. 

2. Require DVOPS and LVERS be sensitized to employment Issues 
which affect women veterans through state and local training 
programs. Require all National Veterans Training Institute 
programs Include a track on women veterans. 
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2. (a) Do you believe that the reaponalbllltlea of a Women 

Veterana Coordinator can be accomplished In five hours a 
week? 

No. 

(b) What Is the minimum number of hours per week a Women 
Veterans Coordinator should have to accomplish these 
responsibilities? 

Minimally, the position of Women Veterans Coordinator 
should be FULL-TIME and a coordinator should be assigned to each 
VA Medical Center. The coordinator should be a woman veteran. 
Ideally, each VA Medical Center and VA Outpatient Clinic would 
have a FULL-TIME Women Veterans Coordinator. A FULL-TIME Director 
for each region should be appointed to oversee coordinators. This 
Director should also be a woman veteran. Quarterly regional 
meetings should be held to assist coordinators In networking 
activities with the goal of Improving services for women 
veterans . 

The State Of Ohio Governor's Advisory Committee On Women 
Veterans commends your efforts on behalf of our nation's women 
veterans . 


Sincerely, ^ 

Mary Je^n Reed, for the 

Governor's Advisory Committee Women Veterans 
State Of Ohio 
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Departaant of VANC 
3495 Bailey Ave. 
Buffalo, NY 14215 
May 17, 1994 


The Honorable Lane Evans 
Chairman, Subcommittee on 

Oversight and Investigations 
U.S. House of Representatives 
Committee on Veterans Affairs 
325 Cannon House Office Building 
Washington, D. C. 20515 

Dear Mr . Evans : 

In response to the guestlons asked in your March 17, 1994 letter, 
I offer the attached. 


Thank you for providing me the opportunity to contribute to the 
Information on VA Health Cara for Homan Veterans. 


Sljaperely yours 





banns Sulewskl, MD 
'lef. Gynecology Section 
ipartment of Surgery 
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1. Plus* alaborata on your ■fcatoaont that patlants In naad of 

oara bava baan turnad a«ay by Vb. 

There are two ways by which patients In need of health care are 
turned away by the VA. 

First. tiisis are limitations Imposed eligibility 

i . separation physical examinations were not performed 
on some women in the military. It is impossible to determine if 
they are entitled to service related benefits. 

Those who seek non-service related care are in a discretionary 
category. They undergo a means test in which the threshold income 
level is $23,000 and comprises both income and total assets. 
Particularly among the elderly, a small income or pension and a 
lifetime of basic assets may cause them to exceed that threshold 
and may result in denial of health care. Some turn to medicare 
which is less costly than the minimal cost for discretionary care 
available through the VA. Medicare has some limitations in 
contrast to services available through the VA (eg. low cost 
medications, densitometry for evaluation of osteoporosis and yearly 
PAP smears) . 

Some with mental disorders may exceed the $23,000 threshold 
but may be unable to be productive or manage their personal 
affairs. Their illness limits their ability to meet minimal 
financial, nutritional and social responsibilities. The VA is a 
leader among health care providers in counseling and psychiatric 
services but veterans cannot gain access to these benefits because 
of their income threshold. 

Another means of linitatiqn ig t hroug h sta ff g hd r taqg Pr 

Access to outpatient clinics such as podiatry, dermatology, 
ophthalmology, gastrointestinal can exceed 3 months. When a 
physician leaves, dies or retires, patients have been referred to 
private physician care because the available staff cannot meet the 
demand. Replacements are not readily available and physicians 
frequently are replaced by non-physician health care providers. 

An earlier (February 18, 1994) response by the Buffalo VAMC to 
the House Veterans Affairs Committee anticipated that the impact of 
FTEE controls would severely restrict operations. A reduction of 
36.2 and 41.0 FTEE in FY-94 and FY-95, respectively was anticipated 
to reduce the number of inpatients by 500 and 400, and the number 
of outpatients by 5000 and 2000 in the respective years. 

2. (a). What past efforts to make women more aware of their 

veteran's benefits have been successful and should be 
repeated. 

Outreach efforts are necessary to make women aware of their 
veteran's benefits. A health fair is an example of an outreach 
effort. A total of 286 women veterans attended the health fairs of 
1988 and 1989 at the Buffalo VANC. At the second health fair, 74% 
were new attendees. Of the 286 women, 28% never received previous 
health care at a VAMC and 70% were found to have one or more 
abnormal laboratory results at the fair. Elevations of cholesterol 
(greater than 240 mg/dl) , blood pressure (greater than 140 systolic 
or 90 diastolic) and glucose (greater than 120 mg/dl) were found 
respectively in 47%, 30% and 19% of the women. Anemia as determined 
by hematocrit (less than 37%) or ferritin levels (less than 20 
mg/ml) was found respectively in 21% and 9% of the women. 

Health fairs provide opportunities for almost all departments 
in the VA to become aware of the needs of women veterans and to 
reach out to them. While health fairs were successful, they have 
been discontinued at our VA because those in a discretionary 
category that attend, are billed for services for that day. 

In contrast, other health care inetltutione within the community 

sponsor free health fairs for the public. 

- 1 - 
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Receptions, usually event related, are another type of 
outreach. For exaaple, the Buffalo VAMC held a reception In 
August 1991 for Women Veterans of the Persian Gulf War. Of the 
35,000 women who served, approximately 500 are from western New 
York. The purpose of the reception was to honor the women and to 
Inform them of the benefits, facilities and services available 
through the VAMC. Those who attended encouraged outreach efforts 
Including securing Invitations to reserve units. 

During subsequent visits to three reserve units, servicewomen 
were made aware of Public Law 102-25, establishing the Persian Gulf 
War Period. Benefits and services available through the VA were 
explained to the women. At least seven other reserve units 
declined participation In the outreach visiting program. 

Within one year at the Buffalo VAMC, the utilization rate by 
these women veterans approached 1:8, the utilization rate of all 
women veterans In Western New York; the number of servicewomen In 
the Persian Gulf Registry was 67 (14% of the total) . The ultimate 
result of this series of outreach activities was successful and has 
been adapted or modified for other event related activities, 
including the annual women veterans week reception. 

The Importance of media in outreach efforts cannot be 
overstated. Within two years, televised programs, radio 
announcements, featured articles in the newspapers and magazines 
and flyers for specific events attracted 521 additional women 
veterans, an increase of 63%, to seek services at the VAMC In 
Buffalo. The number of clinic stops increased 210% from the number 
5 years earlier. 

Networking within the community facilitates outreach efforts. 
Servicewomen may learn of their veterans benefits through service 
organizations. Leaders of the veteran community attend the annual 
commanders forum, an Informational session at the VAMC, and are 
invited to participate in events for women veterans. 

Community involvement by the VA with women's organizations are 
another resource. During Women's History Week Celebration In 1994 
In Buffalo, the Buffalo VAMC was a major participant. The series 
of week-long events was promoted widely In newspapers, on 
television and through mailings. The women developed a community 
resources book which lists the Buffalo VAMC and which was 
distributed to more than 120 women's organizations in the 
community. 

There are agencies within the community that need to be 
informed about benefits and services available at the VAMC. In a 
joint educational project on homeless women veterans with the 
School of Nursing at Daemen College and the Department of Nursing 
at the VAMC In Buffalo, preliminary Information substantiates there 
is need to exchange Information with community agencies about 
resources available through the VA. 

2. (b) What new efforts to moke women more aware of their 
veteran's benefits should bo tried? 

Advertising Is an effective way of communicating with and 
Informing the target audience, but essentially has never been used 
by the VA because of regulatory prohibitions. This Is needed 
particularly for women veterans. The VA has had the Identity of a 
male oriented Institution. The utilization rate (11/1000) of the 
VA by women veterans Is one-third that of male veterans in the mid 
Atlantic Region. (Female veterans' usage of VA hospitalization. 
Biometrics monograph No. 2, 1987). Unless there Is a special 
event to be highlighted, media seldom feature the VA or women 
veterans. 
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Advertising will reach those servicewomen who are not easily 
identified in the community. Many don't recognize themselves as 
veterans. They merge into civilian life after their military 
experience, change their n^uBe with marriage, tend not to join 
service organization or have not been encouraged to join. 

Exchange of information with other community agencies has been 
done to a limited extent but may need to be more inclusive and 
regularly scheduled. Key individuals at those agencies need to be 
identified and made aware of the services and benefits available to 
women veterans at the VA. Examples of agencies Include colleges, 
shelters and other health care providers. 

3 . Do you believe that the resposaiblllttes of a Woman Veterans 
Coordinator oan be aecompliabad in five hours a vaaX7 What is 
the minimum number of hours per week a Women Veterans 
coordinator should have to aooonplish these responsibilities? 

In 1984, the women veterans coordinator was first appointed at 
the Buffalo VAMC and five hours per week were sufficient. The 
number of women veterans at the Buffalo VA has increased since that 
time. Women veterans comprise approximately 4t of all veterans and 
11% of active military personnel. Services available to women 
veterans have Increased in the past decade and the women veterans 
coordinators program has grown together with the responsibilities 
of the coordinator. Public Law 102-585 provides for new programs 
Including treatment for a history of sexual trauma and improved 
delivery of health care to women veterans. 

Servicewomen need to be informed of benefits and new health 
care programs at VAMC. In a VA poll, 18% of women did not seek 
health care because they could not afford the cost or lacked 
coverage; 24% used medicaid (income less than $10,000) and of this 
number less than 20% used a VA facility. (A Report on the New York 
State Assembly 1986 Hearings on Women veterans. Honorable Barbara 
Patton) . An analysis on ■ "Socioeconomic and Demographic 
Characteristics of the Veteran Population by Sex, Race and Hispanic 
Origin; What Data from the 1990 Census Show" by SH Schwartz and RE 
Klein found that 84% of women veterans were white and their median 
Income ($12,600) was half the median Income ($25,600) of white male 
veterans. 

The women veterans coordinator needs to reach out to those in 
need, but uninformed, and to facilitate health care services for 
them at the VA. This position should be full time at a large 
tertiary care facility because of the number of patients, services 
and programs available; referrals from smaller VAs; and the 
outreach required in generally a large metropolitan area. In a 
smaller, less comprehensive center the coordinator minimally should 
be halftime because less overall staff with which to coordinate 
efforts is available. 
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Oepafttment of veterans Affairs 

Madical Cantar 
Ona Vatafana Driva 
Minnaapolit MN 55417 


In Reply Refer To: 


618/111M 


April 21. 1904 

Tha Honorabla Lana Evans 
Chasman 

Housa Valarans Affairs Suboommittsa on 
OvarsighI & Inveatigationa 
US. Houas of Repraaantativaa 
335 Cannon Houaa OfTica Building 
Washington. DC 20615 

Dear Congressman Evans: 

Enclosad please find capias of my raaponsas lo Hw additional questions tha suboommittee had 
regarding my testimony on Woman's Health Cars in tha Veterans Affairs Medi c al Canter. 

I thank you for tha opportunity to testify bafore tha oommittae and answer the follow-up 
questions. 

If you need additional information, pleasa do not hesitate to contact me at (612) 725-2000 
Extension 1788. 

Sincerely. 

L'aC- /UirTuU- 

VAL ULSTAD. MD 

Clinic Director. Woman Veterans Comprshensive Health Care Center 
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QUESTIONS SUBMITTED BY HONORABLE LANE EVANS, 
CHAIRMAN OF OVERSIGHT A INVESTIGATIONS 
COMMITTEE ON VETERANS' AFFAIRS 


1 . Please elaborate on your statement regarding the prevaler>ce of serious mental health 
concerns. 


Survey Deecriplion: 

The ptapose of the survey was to assess (1) utilization of mental health services by 
women veteran patients, (2) their satisfaction with these services, and (3) their potential need for 
specinc services such as treatment for sexual bauma/harassment. alcohol abuse, and eating 
disorders. 

The survey was oortducted over a orw month period. WVCHC patients were given the 
questionnaire prior to their appointment at the WVCHC. 

The questiortnairs consisted of items corwerrting demographics, msntal health care 
utilization , and perception of and satisfaction w^ msntal health services. In addition, 7 trauma 
quastiorw devsloped by Dr. Jessica Wolfs from the Natiorwl PTSD center, 4 items corweming 
alcohol use and substartce abuse problems, and t items concerning eating disorders were 
included. The Brief Symptom Inventory (Oerogatus A Sperrcer, 1962) which is a shortened from 
of the SCL-90>R was alao utilized. The Brief Symptom Inventory data has not been anal)^ed yet. 

Description of Sample: 

The questionnaire was complsled by 107 patieras. Of the 107 respondents, 26.1% are 
less than 35 years old, 39.2% are b^ee n tfw ages of 36 and 65, and 32.7% are greater than 66 
years old. Over half of the sampis (56.1) reported Bving within 60 miles of the VA. Reported VA 
benefits were as follows: 29.9% service oonrwcted, 1 1 .2% category A, 3.7% category C and 
47.7% did not know their level of berteftts. Cortceming reported insurance coverage 26.0% 
have Medicare. 1 7.3% have private insurartce or an HMO, 1 .9% have M edica id, and 41 .3% have 
rw health insurance. 

Mental Heath Care Utilization and Satisfaction: 

52.4% of the siAijects reported that at some point in their life they fat a need for mental 
heath ssrvicss. Mental heath services were reportedly utilizsd in the psk by 23.6% at the 
Minneapolis VA and 35.4% at a fadlty or agency oOtsr than the Minneapolis VA. Perceiv^ rwed 
for msntal heath services varied as a function of age wth 51 .7% of vmmen under ago 35. 71 .9% 
of women between the ages of 36 and 55 and 27.3% of the women over age 56 reporting a past 
need of such services. Utilization of services was not significantly different across age gro( 4 >s. 

Of those utiKzir^ services at the VA, 91 .7% received individual counseling. Concerning 
satisfaction wth the irxirvidusl counseling received 57.2% reported they were somewhat or very 
satisfied 14.3% reported they were nether satisfied or disaatisfied, and 26.5% reported they 
were s omewhat or very dissatisfied. Overall quafily of mental heath services at the VA wee rated 
as good or sxcsilent bi 59.1%, fsir by 18.1%, and poor or very poor by 22.8%. Concerning the 
stetemenl "If a women veteran needs oounsefirtg or has an emotional problem, the VA is good 
plscstoget hs^*, 50%agras, 13%dissgrasdand37% hssnoopinion. Concsming that 
statement "Women veterans raceivs ths sams kind and quality of msrtel heath services as do 
male veterans at ths VA*, 25% sgraed, 19% diasgrssd, and 56 % had no opin^. About a 
quarter (26%) of ths woman who rsosivsd msntal heath care at a norvVA facility gave 'concern 
about h^ women are treated at the VA* as ths reason why. 

Prevalence of Trauma Histories and Treatment: 

Past trauma was sss ssssd utilizing the followirtg questions with a Ysa/No format: (1) 
Physical aesaut/wolent crime; 'Have you ever been physically assauted or been a victim of viderrt 
crime* (2) Partner assaul; *At any time, have a pertrter ever threatened to or actuelly hi you, lock 
you or physically hurt you in other ways' (3) Sexual asssut; 'Have you ever had an experience 
where somsons used fores or ths threat of fores to have ssocusl relations with you against your 
will* and (4) Sexual harassmarl; 'Hava you ever racs^ed uninvited and unwanted sexual 
attention from someone with whom you worked (e.g.. touching, or cornering, pressure for sexual 
favors, verbal remarks)'. 

Trauma histories wars prevalent with 34.9% reporting physical assault anchor beirtg a 
victim of violent crims, 38.6% reporting partner sassull or threatened assault, 39.0% reporting 
sexual assault and 38.6% reporting sskubI harassmsrl. Of ths trauma victims, the vast majority of 
incidsrto occurred while in ths military (45.9% for violsnl crims, 55.0% tor partner assault, 51 .2% 
for ssooial assauh, and 795% for ssKUai harassment). 

When prevalsrKe of trauma Is ■ssesssd as a function of age, there is cleariy increased 
prevalence rates in younger and middls^ged women. For women veterans under the age of 35, 
50.0% r^K>rt partner assault, 60% report sexual asaaul, 41 .4% report smcual harassment. For 
woman between 36 and 55, 58.1% report partner aaaauk, 51 .6% report sexual assault, 15. 9% 
report smual assault, arKi 12.5% sexual harassmenl. Results of chi square analyses Indicate that 
thm age differertcee in reported prevalence are statistically signlficanl. 

Prevalence of Substance Abuse and Eating Disorders: 

Curtent substance abuse and sating dsordera were assessed with the fbliowing 
questions: 'Do you currently have a probism wltii alcohoi or substance abuse (e.g., marijuana, 
cocaine, amph^minss, valium, sic.)' and *Ooyou belisvs you hove a problam with an eating 
disorder (e.g., bulimia or anorexia)'. In addition, questions were asked about bingeing (defir^ as 
sating iaige amounts of food in short period of time where you feel out of control) and purging 

1 
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(defined as causing yoursetf to vomit, use 6f laxatfvas or diuretics [water pills] to control your 
weight). 

Current substance abuse is reported by 5.8% of the sample and a perceived current 
eatir>g disorder is reported by 1 2.3%. Bingelng is reported by 25.2% of the sample and purging is 
reported by 6.7% of the sarnie. No woman over the age of 56 reported purging as a pn^lem. 

Conclusions: 

Older women report lees mental health problems and less perceived need for mental 
health services than do younger and mkkfle ag^ vmmen. This m^ be (kie to differences in 
prevalence rales and/or reporting behavtora. The prevalence of trauma is very high in younger 
and middle aged women in this sample. This is de^ an area to target future mental health 
services. Further assessment is needed to determirte the prevaler>M of eating disorders, but 
these results suggest that this may be a significani problem in our population. 

2 . What past efforts to make women more aware of their veterans benefits have been 
successful and should be repeated? 

Of course, all of this is precficated on the idea that there is a service that each VAMC has to 
offer that women veterans will find desirable. We have to keep working to make our system user- 
friendly to women veterans, or we will only make the situation worse if we entice them to come to 
us and then disappoint them once again with the services offered. 

Past outreach efforts that have been most successful are mass mailings, preeentations to 
Veterans Service Organizations about our program, networking with the County Veteran Service 
Officers organization to spread the word lorally about our program throughout the state, 
publishing articles in Veterans Service Organizations' newsletters that go out to all of their 
memberships about the services offered. 

What new efforts to make women more aware of their veterans benefits should be tried? 

Provide information to local Reserve units about services. We have difficulty getting the 
names of women veterans from computer data banks that should have some of these names aito 
addresaes (Veterans Benoits Administration, our own data base in the medical center, at times). 
We need to keep working vrith these organizatiorui to access their information. More mass media 
campaigna to gM the wi^ out. 

3 . Do you believa that the responsibilities of a Woman Velaiaits Coordinator can be 
eooomplished in five hours a week? What is the minimum number of hours per week a Women 
Veterans Coordinator should have to accomplish these responsibilities? 

In the larger medical centers who have a fairly large number of women veterans to serve, I 
think there should be fulMime coordinators. Our Women Veterans Coordinator, Nancy OBrien 
apands 10*15 hours par week in outreach aiona, and this in only one of her rasponsAxIities. In 
edition, she tries to ses all women veterans admitted to the m^ical center (we average 15*20 
women in the hospital at any one time, with 2*5 admtssiorvi per day on the average). She sits on a 
variety of hospitel committees and tasMorces to represent the needs of women veterans and 
serves as an advocate or representative for women veterans who are in need of such advocacy. 
Ms. O'Brien h^w to case manage vromen veterans with complicated needs. She also ixovktM 
education to other areas of the medical center on the needs women veterans and the servicee 
offered by the WVCHC and keeps management of the medical center informed about policy 
decisions regarding women veterans. Nancy is often the contact person for both veterans and 
hosF^ staff who are seeking information le^rtfing services for women veterans she chairs the 
Women Veterans Advisory Committee (which orgmizes Wellness Day and is aigranding into TCH 
activities to look at services for women vets). I bdieve this role can not be accornpfished in less 
than a ful*time position in the largor medica] carttera, and the smaller ones (Iflte St. Cloud, MN 
VAMC) probable need at least half'time coordnatora. At. St. Cloud, MN VAMC. the ooo^nator is 
currently only five hours per week * she van barely accoryipfish knowing who all of the women 
veterans are much less have any time for outrsa^ ectrvilies, sitting on committees, keepirig ip on 
the policies, etc. 

Since the current situation is still that women veterans do not feel comfortable with most 
VAMCs, do not even know whet they are eligible for, and are ve^ hard to identify who to give this 
information to - and also that many staff in the VA system are stlR not ser^ive to the needs of 
women veterans, or knowlodgeable in how to serve the, - we need coordinators to do all of the 
functions that I have mentiori^ above. 
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Department of Veterans Affairs 


Mddical Cantftr 
Salem VA 24153 


In Reply Refer To: 658/ ( llA-DH) 


The Honorable Lane Evans, Chairman 
Subcommittee on Oversight & Investigations 
Committee on Veterans' Affairs 
335 Cannon House Office Building 
Washington, DC 20515 

Dear Congressman Evans: 

Enclosed are the additional questions with responses requested by 
your committee on »VA HEALTH CARE FOR WOMEN VETERANS AND RELATED 
ISSUES'*. Thank you for your interest in VA health care for women 
veterans. If I can be of any further assistance to you or your 
committee, please feel free to contact me. 

1 . The last page of your statement reports a significant increase 
in the number of women who are coming to the Salem Women's Baalth 
clinic. In your opinion, does this increase suggest that women 
will come to the VA if the services they need are provided? What 
else does this increase indicate to you? 

I feel the increase in numbers of women utilizing services at the 
Salem VAMC indicates that women most definitely will take advantage 
of services available if they are provided in a sensitive, gender 
specific manner. One important aspect of womens' services, if such 
services are going to be marketable, is that available programs be 
viewed and presented as an essential part of normal hospital 
environment and not as an "extra". Women who participate in VA 
health care must be made to feel as important as men in the system 
- a part of the "norm". If (as with any service, whether it be 
male or female) the demand is low for a specific service, i.e. 
mammogram, then the system needs to be in place to provide it 
through contract with community agencies. Any service which a 
female may need should be a normal extension of all services 
available through the VA, should not be considered "fluff", and 
should not be difficult for the female to access. At Salem, we have 
tried to make women feel a part of the entire system, thus 
accounting in part for the increase in numbers. The increase in 
the number of females seeking care at the VA may also be attributed 
to greater recognition at the national level of the need to provide 
care to all veterans, male and female alike, and the emphasis to 
increase services for females nationwide. 
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2 . 

The Honorable Lane Evans 

2 . What past efforts to sake woaoB Bora avaro of their vataraas 
benafits have been suooaaaful and ahonld ba repeated? 

We have utilized several communication strategies at the Salem VAMC 
to Increase women veterans' awareness of available benefits, 
Including a reception, a brochure, a television and radio spot 
Informing women of the clinic, and a reception for female veteran 
employees. We had a year follow-up recaption/program for our 
female veterans and plan future radio spots. Local outreach 
through service organizations has also been Initiated. 

What new efforts to make women more aware of their vatarans 
benefits should ba triad? 

There are several efforts which could help make women more aware of 
their benefits. These Include, but would not be limited to, 
nationally produced leaflets or brochures on women's benefits, 
posters explaining benefits by 1992/93 guidelines, videos which 
could be shared with service organizations (DAV, VFW) , a national 
roster of female veterans with their addresses which could be 
accessed for marketing purposes, and the ability of the VA to 
advertise services available at the local level. 

3. Do you believe that the raeponaibilitiee of a Women Veterans 
Coordinator oan ba eoaompliahad in five hoora e weak? Whet is the 
minimuB number of hours per weak a women Veterans Coordinator 
should have to aooonplish these responsibilities? 

Being the Women Veterans Coordinator Is a big responsibility, 
however the specific amount of time required to fulfill the 
obligations of the position, in my opinion, varies from VAMC to 
VAMC. The amount of time required can depend ui>on the size of the 
women veterans population In each catchment area, the number of 
women utilizing the VAMC facility, the types of programs 
avallable/utlllzed, satisfaction of care provided, and plans for 
expansion of women services. At present, with our current female 
population, five hours per week minimum is adequate to accomplish 
these responsibilities. However, if our program continues to grow, 
more time may be required In order to fulfill the responsibilities 
of the job. What Is Important is to be reallstc about the position 
and balance needs and responsibilities with what the Institution 
can afford. 

Thank you for the opportunity to participate in this hearing and to 
respond to your questions. If you have any questions or require 
further Information, feel free to contact me at (703) 982-2463, 
extension 2030. 

Sincerely, y, i ) 

Barbara Zicofoos^ MSN RNCS AMP 
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HOaORABLB IAMB KVMM, CKBIIliaV 
SDBCOMHITTU OM OVnSXOBT & INVUTIOATZCmS 
COHHITTSB OH VSTBRAHS' AFFAIRS 
HBARIHOS 


VA BKALTH CARR FOR HOMIH VRTKRAH8 AMD RBLATKD XSSURS 
KARCB 9 , 1994 


QORSTZOH SUBHXTTRD FOR TBR RBCORO 
MS. LYW SMZTB^ BH, MSC, AHF 
RBOIOKAL WOMKBS VRT1RAH8 COORDXHATOR« SODTHSRH RXQXON 
VSTBRAHS HBALTH AZMXHXSTRATXOH 
DRPARTMBHT OF VITBRAMS AFFAIRS 


QUMtlon lA: How many separate VA facilities (medical centers, 

separate outpatient clinics, etc.) are in VHA's 
Southern Region? 

Answer: There are 43 medical centers, 1 independent 

outpatient clinic, 23 satellite outpatient 
clinics, 7 coimiunity-based clinics, and 7 outreach 
program clinics in VHA's Southern Region. 

Question IB: During fiscal year 1994, how sumy of these 

facilities will you nuDnitor to assess compliance 
with VA directives on the provision of health care 
services to women veterans? 


Answer: 


Question 1C: 


Question ID: 


Answer: 


All facilities will be monitored for provision of 
gender-specific care and provision of sexual 
trauma counseling for women veterans primarily 
through the women veterans coordinator assigned at 
the medical centers. Medical centers and the 
independent outpatient clinic have either a full- 
time or a part-time women veterans coordinator. 
However, women veterans coordinators are not 
designated for all separate clinics. 

How frequently will you monitor each facility and 
how will you assess compliance with VA directives 
on the provision of health care services to women 
veterans? 

Compliance of VA facilities on the provision of 
health care services for women veterans is 
monitored in a variety of ways. These include the 
annual survey of women veterans health programs, 
quarterly privacy deficiencies for women veterws' 
report, monthly and/or quarterly evaluation of 
quality monitors at the facility level, annual 
equipment requests, and conference calls with 
women veterans coordinators. Site visits are made 
on a consultation basis to offer assistamce for 
enhancing the women veterans progreun, probl^ 
solving, and education for women veterans 
coordinators . 

What action(s) can you take to inprove facility 
coBpIiance with VA directives on the provision of 
health care services to women veterans? 

Providing education for women veterans 
coordinators, identifying centers of excellence, 
liaison between coordinator and medical center 
directors to ensure that the coordinators have the 
time and resources to do their job, promoting 
awareness of the program for medical centers ' top 
management, establishing effective network groups, 



193 


establishing and updating a clinical inventory of 
women's health services, coordinating construction 
projects to support wc»nen veterans with regional 
construction managers, assisting with program and 
patient care issues, problem solving, assisting 
with unique marketing strategies to meet needs of 
all female veterans in Southern Region catchment 
areas, and prcmusting centralized quality 
improvement monitors and data base . 

Question IK: What additional resources are needed to be able to 

effectively monitor and assess the conpliance of 
all VA facilities in VHA’s Southern Region with VA 
directives on the provision of health care 
services to wOT\en veterems? 

Answer: Women veterans coordinators have been effective in 

promoting health care services for women veterans 
and monitoring the program. Medical Center 
directors will need to monitor the women veterans 
coordinator's workload cuid shift resources to 
assure the women veter^uls coordinator's workload 
is covered. In VA facilities that do not have a 
full-time women veterans coordinator, the hours 
(designated minimum of 5 hours in the program 
gi>ide for women veterans health care progreun) of 
the collateral assignment should be based on the 
actual workload of women vetercuis and the 
potential for workload in the service areas . 

Actual and potential workload would include 
satellite outpatient clinics, community-based 
clinics and outreach program/ clinics within the 
medical center's service area. Potential 
workload's criteria would identify the VA 
facilities that have need for extensive outreach 
activities. There are seven full-time women 
veterans coordinators funded by Central Office and 
four full-time coordinators funded by medical 
centers within the Southern Region. 

Correcting privacy deficiencies for women veterans 
are essential to enhance and promote health care 
services for women veterans. These construction 
needs are identified in the quarterly report 
to Congress which addresses the VA Directive 
10-92-038 (copy attached) . 
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BOOOft&BZtl JACK, QUXM 

aUBCQMIXTni om 0VSR8Z<nT & zwutzoxtzohs 
CCMUTRS am VSTSRJJIS' aitaim 
K1JUU9Q3 

VA BBIOiTB CAXI FOR WOM M VXTSRAHS AMD RSLATBD ZSflUXS 
■ARCH 9« 1994 

Q0BBTZ0M8 SUBKZTTBD FOR TRS RBCORD 
DR. S08AR B. MAFBSR, M.D., MPB 
AS8ISTABT CHIEF MBDZCAL OZRRCTOR FOR BHVTROBIIKBTAL MRDZCZm 
AKD POBLZC BBALTB 
VBTBRABS BRALTB AI1IZBZ8TRATIOM 
DSPARfHEOT OF VBTBRABS AFFAIRS 


Question 1: 


Inswar: 


3u«atlon 2t 


iknsirar: 


How employees at VA Central Office are 

assigned full-time to the administration £uid 
coordination of women's health programs? 

In addition to Dr. Susan Mather, Assistant Chief 
Medical Director for Environmental Medicine and 
Public Health, the VA women veterans health 
programs office now has 1.0 PTBE, whose efforts 
are supplemented by full-time women veterans ^ 
coordinators in each of the four VHA Regions and 
the 2.0 FTEE which were allocated to the Women 
Veterans Health National Training Program in the 
Birmingham Regional Medical Education Center. In 
addition, VA has assigned 1.0 PTEE in the newly 
formed Women Veterans Program Office of Policy and 
Planning. 

GAO has suggested that under VA's health care 
reform proposal, the most critical deficiency in 
the women's program — failure of facilities to 
provide appropriate cancer screening examinations 
— may be overcome through primary care, and that 
VA does not need to wait for health care reform to 
in¥>lement a primary care system. What plans does 
VA have to move toward a primary care system? 

The VA has begun inplementing a women veterans 
primary care health care system. On September 27, 
1993, the lAider Secretary for Health issued Women 
Veterans Health Care Guidelines (IL 10-93-027} 
(copy attached) utiliring the primary care model. 

A survey of VA facilities in Jcuiuary 1994 showed 
that 166 facilities had begun to iirplement the 
primary care guidelines and 86 actually had 
primary care teams for women in place, only four 
months after the publication of the guidelines . 
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HOHORABIJI XJkMI XVMI8, CBXZMOUr 
flOBCOHItmU ON OVSHAZOBT ft HrVBBTZOftTZONS 
COHMITTU ON VSTEMUiS* AFPAZR8 
BXftRZHOS 

VA BSALTH CARS POR WOHIM VSTKRAHS AND RELATED ZS3DBS 
MARCB 9 , 1994 

gUEETZOEE EOBMZTTRD FOR THE RECORD 
DR. EUEAE B. KATBERr H.D., MPB 
ASEZETAOT CBZEF MEDZCAL DZRECTOR FOR EHVlROilllRRTAL 
MEDZCZHE AHD PUBLIC BRALTB 
VETRRARE BRALTB ASHZHZETRATZOE 
DBPARniEET OF VBTERANE AFFAZRE 


Question 1: Describe the additional resources which are needed 

to be able to effectively monitor and assess the 
compliance of all VA facilities with VA directives 
on the provision of health care services to women 
veterans? 

Answers This question must be considered within the 

context of the overall mission and structure of 
the Veter^uls Health ^^Iministration (VHA) and the 
ability to monitor and assess compliance with VA 
directives related to all veterans. Program and 
policy offices, such as the Women Veterans Health 
Office, are not set up to enforce compliance, 
which is essentially a local function. However, 
experience in carrying out the 1992 recommenda- 
tions of the GAO made it obvious that 0.5 PTEEs 
for that office at that time was inadequate to 
meet program needs. The office now has 1.0 FTBE, 
whose efforts are supplemented by full-time women 
veterans coordinators in each of the four VHA 
Regions. In addition, 2.0 PTEE are allocated to 
the Women Veterans Health National Training 
Program in the Birmingham Regional Medical 
Education Center. Additional resources, in terms 
of staff and other support for training, have been 
made available from the Salt Lake City Learning 
Resource Center. This represents a considerable 
increase in availed>le resources. As VHA moves 
toward greater decentralization, the structure emd 
resources needed will be re-evaluated. 


Question 2: Are VA medical center directors now required to 

annually certify cocpliance with VA directives on 
the provision of health care services to women 
veterans? If yes, how many have and how many have 
not certified conpliance? If no, why not 
inplement this certification requirement? 

Answer: VA medical center directors are not required to 

annually certify conpliance with VA directives on 
the provision of health care services to women 
veterans, nor are they required to do so for male 
veterans. Some individual directives may require 
annual or one time reporting. Conpliance is a 
local responsibility. VA medical center directors 
inplement VA programs consistent with VA 
guidelines within the context of decentralization 
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Question 3: 


Answer: 


of certain functions allowing the medical center 
maximum flexibility in meeting the unique needs of 
women veteran patients. Resources are better 
spent providing for a culture which stresses 
continuous isprovement in the delivery of health 
care services to women veterans. 

Why is it inportant for VA to develop and use 
quality indicators to monitor women veterans 
health care? 

How many VA facilities have not established 
appropriate and sufficient quality monitors for 
women veterans health care? 

How many VA facilities have established 
appropriate ^uld sufficient quality monitors for 
women veterans health care, but do not 
consistently apply these monitors? 

When will VA develop "methods to monitor the 
quality of services provided to women veterans” 
and how will these monitors be used? 

Clinical (or quality) indicators are quemtitative 
measures of ioportant aspects of patient care and 
are useful for those responsible for assessing and 
inproving care of patients. They recognize 
existing standards of care auid enable an 
institution to assess how well it is meeting 
standards of care. The development wd 
inplementation of clinical indicators are an early 
step in the continuous quality improvement 
process. Accreditation organizations such as the 
Joint Commission on Accreditation of Healthcare 
Organizations (JCAHO) are interested in seeing the 
entire process of indicator development (i.e., the 
emphasis is on the process as well as the 
product) . 

Our initial surveys (later documented by GAO) 
showed that many local facilities were having 
difficulty with the process auid so a number of 
efforts are underway to ioprove it. Using the 
JCAHO standards as a model for indicator 
development and with input from clinical and 
quality experts, VA has developed a wor)cboo)c for 
clinical indicator development, including an 
indicator for preventive health care for females. 
This wor)cbook is available on dislcette and in hard 
copy. In addition to the copy already sent to 
individual medical centers, each women veterems 
coordinator will receive a copy. 

It is unclear exactly where each VA facility is in 
the process of developing appropriate and 
sufficient quality monitors for women vetercuis 
health care. The regional women veterans 
coordinators are continuously working with the 
facilities in their region to assess this. 

A three-hour training module, focusing on 
inproving organizational performauice with specific 
detail on how clinical indicators are used to 
measure performance, has been developed for the 
national meeting and the National Training Program 
in FY 1995. Two other resources are planned for 
distribution at the meeting - a resource m 2 mual 
that will include a section on quality assuremce 
(terminology, outline of process, core concepts 
and resources on station, e.g., QA staff) and 
handouts to acconpany the QA (quality assurance) 
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Question 4: 


Answer: 


Question 5: 


Answer: 


presentation. The regional women veterans 
coordinators will review indicators for each 
medical center using pre-established criteria. 

The program office will continue to collect 
information using volxime indicators for 
mammography, pap smears and sexual trauma 
counseling . 

Why are women veterans health care policies not 
being io^lemented at all VA facilities? 

If a facility doesn't implement VA policy on women 
veterans health care, what can VA do to bring 
about corr^)li^ulce? At which facilities has VA 
taken action to foster implementation of VA policy 
on women veterans health care? 

There is no evidence that overall women veterans 
health care policies are not being inplemented. 

The one area that continues to need inprovement is 
preventive health care services, primarily cancer 
screening. The GAO was highly critical of the 
documentation of the Central Office review of the 
revised plans from each facility for the care of 
women veterans and of the fact that critiques of 
these revised plans were not provided back to the 
facilities. However, all of the facilities did 
provide plans and these plans were reviewed by a 
physician euid a progreun assistant. During the 
course of the review, it became apparent that the 
existing eclectic approach to women's care was 
probably not the best one and that more guidance 
needed to be provided. In the course of 
developing the guidance, a working group 
recommended that the primary care model was a 
better approach to providing coordinated care that 
incorporated preventive health strategies than the 
more usual fragmentation that occurs with the use 
of multiple specialty clinics. A survey of VA 
facilities in January 1994 showed that 166 
facilities had begun to inclement the primary care 
guidelines and 86 actually had primary care teams 
for women in place, only four months after the 
publication of the guidelines. The provision of 
high quality, comprehensive health care should be 
approached in the spirit of continuous quality 
inprovement. Documentation is irrportant and VHA 
will be working on improving the documentation of 
conpliance with VA directives through the efforts 
of the regional women veterans coordinators . 

On page five, your statement reads, "While many 
creative and innovative programs existed at the 
local level, there needed to be greater 
standardization of information and services. This 
was one of our major programmatic thrusts in 
1993 . “ 

Describe the results of this thrust. 

Why have some VA facilities greatly inproved women 
veterans health care while others haven't? 

What has been done to replicate these good 
programs nationwide emd more importantly, what has 
been accomplished and what remains to be 
acc onp 1 i shed? 

The major enphasis in 1993 involved providing 
appropriate training for the provision of sexual 
trauma counseling and necessary medical care 
services. Over 2,000 women veterans received 
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Question 


Axunr«r: 


Question 7: 


Answer: 


sexual trauma counseling at VA medical centers and 
over 1.700 received related medical services. 
Guidelines utilizing a primary care model were 
issued and greater eaphasis on quality assurance 
was begun. Vet Center staff project they will see 
over 1300 women veterans for sexual assault 
counseling, by the end of FY 1994. 

The single most in^ortant factor in ioproving care 
is a critical mass of women veteran patients . 

Some small VA medical centers with limited 
missions and small populations of women veterans 
have been able to make less progress them those 
who see large numbers of female patients every 
week. The ability to recruit staff interested in 
women's health also impacts on the quality of 
health care. 

VA medical centers with significant programs 
were recognized in the conpetitive process which 
led to the funding of eight Conprehensive Women 
Veterans Health Care Centers. This has created a 
great deal of interest in other medical centers 
who have sought consultations with the 
■successful" staff. National Health Care Reform 
has also focused the attention of medical centers 
on the need to meet the needs of both males and 
females in VA facilities . The National Center for 
Post-Traximatic Stress Disorder (PTSD) has expanded 
its services to include a Women's Health Science 
Division which is having significant influence on 
clinical care and education in PTSD and the 
Women's PTSD Irpatient Unit at Menlo Park has 
expanded its mission to include sexual trauma in 
addition to combat related stress. Inproving the 
coverage of women veterans with preventive health 
services, particularly cancer screening, still 
remains the biggest area for iirprovement . 

At the bottom of page five, you report on the 
number of women who received PAP smears through 
VA. What is of concern, of course, is the number 
of women who should have, but did not, receive a 
PAP smear. Are you confident that every woman 
veteran who comes to VA emd should receive a PAP 
smear is receiving this level of care? 

At this point, we cannot say for certain that 
every women veteran who comes to VA and should 
receive a PAP smear is receiving one. However, 
the situation is improving and we will continue to 
stress this in both the Women Veterans Health 
Program and the VA Preventive Medicine Progreun. 

By what date will every Women Veterans Coordinator 
be provided written information describing the 
responsibilities and duties of this position? 

The position descriptions for women veterans 
coordinators (WVCs) {nurse, social worker and 
collateral prototype position descriptions) have 
been provided to each medical center and to each 
women veterans coordinator prior to the plemned 
official dissemination by the Human Resources 
Management Office. In addition. Women Veterans 
Health Care Guidelines, distributed to the field 
as an attachment to the Under Secretary for 
Health's Information Letter (IL 10-93-027) (copy 
attached) included a discussion of the clinical 
role of the WVC. Every WVC received a copy of the 
guidelines . 
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Question 8: 


Answer: 


Question 9: 


Answer: 


How can the women veterans national education 
coordinator support facility Women Veterans 
Coordinators and inprove women veterans health 
care in VA? 

The national education coordinator (NEC) does 
already support the facility women veterans 
coordinators (WVCs) by orgemizing necessary 
training. For exanple, the NEC is actively 
involved in meeting the need for specific training 
in quality assurance (QA) which was identified as 
a result of the review of the plans for women 
veterans care submitted by all facilities . The 
NEC org 2 uiized a workshop in August 1993, in 
Washington, D.C., to begin a coordinated approach. 
It worked with a subgroup to develop a training 
package, and included this into the training for 
full-time women veteran coordinators which took 
place in June of this year. The NEC is committed 
to team building and is very involved in efforts 
both to include WVCs in all teams addressing women 
veterans health care and to provide the necessary 
training to allow them to be effective members . 
Recent examples of the training of teams which 
will ultimately improve care to women veterans are 
the sexual trauma and primary care teeuns. 

Heart disease is the leading killer of women; one 
woman in nine will develop breast cancer in her 
lifetime; lung cancer is the leading cause of 
cancer deaths in women; the reported cases of 
women with AIDS nearly doubled between 1984 and 
1991; and because of age, race, cuid/or 
socioeconomic status some women are )mown to be 
disproportionately affected by stroke, substance 
abuse, violence and sexually transmitted disease. 

Describe the actions VA is taking to address each 
of these health issues in terms of (a) information 
and education, (b) preventive health care 
services, (c) conprehensive treatment and (d) 
scientific research. 

There are now specific education, prevention, 
treatment and research programs to address eight 
medical and psychosocial problems which are of 
great concern to women. They can and are being 
addressed within the framework of primary care. 

As stated in. the Women Veterans Health Care 
Guidelines, primary care consists of: 

a. Intake and Initial Assessment 

b. Preventive Health Care Service 


(1) 

Breast screening, 

including 


mammograms 


<2) 

Pap smears 


(3) 

Other services as 

indicated 


c. Acute and chronic biopsychosocial care 

d. Referral Coordination 

e. Accessing other appropriate levels of care 

In addition to having the framework in place to 
deal with these concerns, there are other 
activities addressing them. For excuiple, heart 
disease in women is the subject of two recent VA 
satellite video conferences. The first was 
sponsored by the Birmingham Regional Medical 
Education Center on March 4, 1994, and was titled 
'Cardiac Issues in Women.” The second was held in 
April 1994, and was entitled, "Women's Health 
Issues and the Pl^sician Assistant: Heart Disease 
and Cancer Detection . " 
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In FY 1994. John Peussner, M.D. and Associates 
began an HSR&D Service directed research project 
entitled " Breast Cancer Among Women Veterans; A 
Pilot/Peaaibilltv Study * . This study will serve 
as a pilot phase for subsequent efforts to 
evaluate current primary emd secondary prevention 
practice and rehabilitation therapy for breast 
c£mcer among women veterans . 

Smoking cessation has been a part of VA's 
Preventive Medicine program, and education 
programs dealing with the special problems of 
women in smoking cessation, particularly those 
related to weight gain. Lung cancer in women, as 
in men. is aloiost totally related to smoking but 
smoking also contributes to the high incidence of 
heart disease in both populations . 

AIDS is increasing eunong women in the veteran 
population as well. By the end PY 1993, VA had 
provided care to 104 women veterans with AIDS 
since the beginning of the epidemic. Between 
October 1993 and March 1994, VA treated 67 women 
with HIV infection and 69 with AIDS. To highlight 
the concerns about women and AIDS and HIV 
infection, the most recent quarterly VA AIDS/HIV 
Conference Call (April 20, 1994) was devoted to 
this issue . 

Question lOt VA‘s Women Veterans Advisory Committee recognized 
that some %ramen veterems might need child care 
facilities, including overnight accomnodations, in 
order to use VA facilities . How has VA responded 
to this issue? 

an— ert Current legislation does not allow VA to pay for 

care for children of veterans. Despite the 
recognition of this need, we have been unable to 
recommend a plan even utilizing collaborative 
efforts with c<:»nmunitY'‘ba6ed service providers 
without adding significant resources and 
expertise. 

Question ill What additional steps can VA take to isprove the 
visibility and availability of Women Veterans 
Coordinators? 

Answsri VHA has made the wcmten veterans coordinator (WVC) 

an essential member of the primary care teeun, 
which should give her more clinical visibility. A 
number of full-time positions have been 
established in VAMCs having sufficient workload to 
justify it and in those where the WVC has this 
function as a collateral duty, the designation of 
at least five hours per week for her WVC duties 
will increase her availability. 

Qttsstiao 12 1 How can VA inprove awareness among women of their 
veterans benefits? 

An— eri Much has already been acconplished to assure that 

women veterans are aware of their VA benefits. 
During recent years, VA and other veterans affairs 
groups have had the increasing awareness that many 
women left active duty without a personal sense of 
their veteran standing, much less an understanding 
of their benefits. 

As a result, both the Veterans Health Administra- 
tion and the Veterauis Benefits Administration have 
stressed service and outreach to w«nen veterans as 
among their most important public service 
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responsibilities. Each has designated women 
veterans coordinators at every VA medical center 
and regional office. Organizations primarily for 
women or with women veterans among their members 
have been targeted for information and outreach 
services. Activities like health awareness 
programs, women Veterans Day celebrations, special 
mailings to women veterans, symposiums cuid 
seminars, etc., are among national and local 
initiatives . 

Over the last few years, VA's aggressive outreach 
services to military service members pending 
separation or retirement have helped close any gap 
in benefits understanding among newer women 
veterans. Women have actively participated in 
transition assistance programs and other related 
efforts to assure that men and women leaving 
active duty are fully aware of and prepared to use 
their benefits. 

Much, however, remains to be done. A continued 
emphasis on women veteran issues is a clear 
responsibility as is continued attention to issues 
of sexual harassment and sexual trauma experienced 
on active duty. Each outreach initiative designed 
and each public information campaign undertaken 
needs to consider the needs, concerns, emd 
problems of women veterans in its design. 

13: How can VA inprove awareness cunong women of VA 

health care services? 

VA can improve awareness among women of their 
eligibility for VA health care services through 
continuous outreach efforts designed to identify, 
educate and attract eligible women veterans into 
its programs. VA has improved efforts to include 
women in its publications, including training and 
health programs. The VA Pamphlet 10-114, "Women 
Veterans Health Programs including Sexual Trauma 
Counseling Services" was developed, printed and 
distributed to all medical facilities during 1993 
(copy attached) . It is available in the 
publications depot and is being used by health 
care providers for outreach to the women veterans 
community. The 1994 edition of VA Pamphlet 80-94- 
1, "Federal Benefits for Veterans and Dependents" 
includes a separate section devoted to women 
veterans, emphasizing not only their eligibility 
for the same VA benefits as male veterans, but 
also appropriate and timely medical care to women 
veterans for gender-specific disabilities. It 
advises women veter£uns of the availability of 
women veterans coordinators in VA medical centers 
and regional offices to counsel them regarding 
treatment and benefits. The pamphlet also 
describes the privacy accommodations for women 
being made in VA medical centers, the opportunity 
for complete physical examinations including 
breast euid pelvic examinations, inpatient and 
outpatient gynecology services, referrals for 
necessary services that many not be available at 
each facility, including the provision of 
counseling to overcome psychological trauma 
resulting from physical assault, battery of a 
sexual nature or sexual harassment during active 
duty. This 1994 edition of VA Pamphlet 80-94-1 
is also available in the publications depot and is 
being used counselors for outreach and 
education to women veterans. VA has issued 
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News Releases concerning VA programs for women 
veterauiSj VA research on women veter2u\6’ health, 
and the establishment of the newly formed Women 
Veterans Program Office, to encourage women 
veterans to utilize available services. VA 
continues to work with the State Directors of 
Veterans Affairs to disseminate information and 
raise awareness that “Women are Veterans , too ! “ , 
to sensitize employment counselors to ask women 
about their veteran status and service experience, 
euid to identify disadvantaged women veterans and 
distribute information brochures. 

14A: How has VA responded to the Advisory Committee 
finding that state employment counselors often 
don't provide coxmseling on veterans' benefits to 
women because they fail to identify their veteran 
status? 

Joan ^rey, the Director of the VA's newly created 
Women Veterans Program Office has met with the DAS 
for Veterans Bo^loyment and Training at the 
Department of Labor to discuss initiatives 
addressing this issue. The Vetercuis Enployment euid 
Training Service and the Women's Bureau of the DOL 
have: 

1) Published circular No. 92-3, September 1992 
entitled “Benefits to Employers Who Hire Women 
Veterans . “ 

2) Supported the Women's Research and Education 
Institute in sponsoring a conference in December 
1993 entitled “Hire a Vet She's a Gopd 
Investment . “ 

3) Developed a 1993 H^mdbook entitled "Hire a Vet 
She's a Good Investment" for distribution to 
state enployment agencies . 

14B: Has VA mailed information and publicity regarding 
women veterans to ail state errployment offices as 
recommended by VA's Women Veterems Advisory 
Committee in 1992? When did this occur? 

Ms. Furey is in the process of developing outreach 
activities that will facilitate the distribution 
of these materials to the individual state 
veterans affairs departments, VA women veterems 
coordinators and other individuals that cem assist 
in the large scale dissemination of this 
information. 

15: Has VA developed and implemented nursing care 

standards and pleuts which address the special 
physical, psychosocial emd educational needs of 
women veterans as recotranended by VA's Women 
Vetereuis Advisory Committee? Describe these 
stcuadards and their application today. 

VA has not developed nursing care standards and 
plans which address special physical, psychosocial 
euid educational needs of women veterans. 

Noinnally statndards cuid nursing care plans are 
developed on the local level, with the plem 
individualized to meet each patient's needs. 

Women Health Care Guidelines were developed and 
distributed to all VAMC facilities September 1993 
by the Acting TMder Secretary for Health. Nursing 
Service concurs with the guidelines and is working 


II 



203 


Question 

Answer: 


Question 

Answer: 


to facilitate these guidelines and other 
initiatives to inyrove the quality of care to 
women veterans . 

16: What types of information will VA's study of 

reproductive health outcomes among women Vietnam 
veterans provide and when will this information be 
available? 

The VA's reproductive health stu<^ among women 
Vietn 2 un-era veterans is a retrospective 
(historical) cohort study which will compare the 
reproductive health outcomes of all eligible women 
Vietnam veterans to those of an equal number of 
women veterans who did not serve in Vietnam. The 
adverse reproductive health outcomes of interest 
are infertility, spontaneous abortions, still 
births, live births with congenital malformations, 
low birth weight, pre-term delivery, and infant 
deaths. The risk of cauicer, particularly of the 
reproductive organs, will also be determined for 
the Vietnam and non-Vietnam cohorts. Information 
on exposure variables will be collected from 
telephone interviews and will be supplemented with 
and validated military personnel records. Data 
on the outcome variables will be also collected by 
telephone interviews and validated by reviews of 
medical and hospital records . Information on 
effect modifiers and confounders will be collected 
to the extent feasible from military and medical 
records and from the study participants through 
telephone interviews and will be considered in the 
analyses . 

Data collection efforts are currently underway in 
the pilot study of 250 Vietnam and 250 non-Vietnam 
women veterans. The pilot stu<^ is scheduled to 
be conpleted in December 1994. Following the 
review of the pilot 5tu<^ results, a decision will 
be made whether to proceed with the main study 
which would require an additional twenty months to 
coirplete. 

17: Conpare the post-service mortality of women 

Vietneun veterans and women Vietnam-era veterans. 

The initial morality study of women Vietnam 
veterans and a s\jbsequent update of that study 
have been completed by the VHA Environmental 
Epideiniology Service. 

The original study was titled “Mortality Among 
Women Vietnam Veterans, 1973-1987,“ and was 
published in the American Journal of Epidemiology 
(Am J Bpidomiol 1991; 134 ; 973-80) . After adjusting 
for rank, military occupation, duration of 
military service, age, and race, morality rates 
for all causes of death combined and for all 
ceuicers among w<xnen Vietnam vetercuis were similar 
to those among the cohort of women non-Vietnam 
vetercuis. Among women Vietnam veterans, crude 
mortality rates for cancers of the pancreas and 
uterine corpus were twice those among non-Vietnam 
women veterans; however, the numbers were too 
small for an adjusted conparison. Women Vietnam 
veterans had a slightly higher risk of death from 
external causes conpared to the non-Vietnam cohort 
because of a statistically significeuit risk of 
dying from injuries sustained in motor vehicle 
accidents (Relative Risk=3.19, 95% Confidence 
Interval=l . 03-9 . 86) . 
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The update to the mortality study was titled 
"Cancer Mortality Patterns Among Women Who Served 
ir the Military: The Vietnam Experience* and 
included vital status determinations for the same 
two cohorts through 1991. The results were 
presented in November 1993 at the NIH sponsored 
meeting: "Women's Health: Occupation and 

Ceuicer," and are in the official proceedings 
printed in the Sumner issue of the Journal of 
Occupational Medicine. With an average follow-up 
period of over 20 years, the updated study results 
confirmed earlier findings of no excess of 
mortality from all causes combined or from all 
cancers among women Vietnam vetereuis compared to 
the non-Vietnam coi^arison cohort. An elevated 
risk of mortality from pancreatic cancer was 
observed among women Vietnam veterams conpared to 
the non-Vietnam cohort (Relative Risk«2.78). The 
risk of peuicreatic cancer deaths among Vietnam 
nurses was statistically significant when the 
analysis was restricted to women nurse veterans 
(Relative Risk=S.74, 95% Confidence Interval=1.22- 
27.04). Nurses who served in Vietnam also had an 
elevated risk of death from uterine cancer (Crude 
Rate Ratio = 1.86) cospared to nurses who served 
elsewhere . 

18: Do women veterans experience a higher incidence of 

cancer than their non-veteran peers? What actions 
has VA taken to determine women veterans 
experience a higher incidence of cancer than their 
non-veteran peers? What actions has VA taken to 
investigate this and what has been learned? 

It is unclear whether women veterans experience a 
higher incidence of cancer. The oft quoted 
"statistic" that women veterans do experience a 
higher incidence of cancer tham non-veteran peers 
is based on the Survey of Female Veterans done by 
Louis Karris and Associates under contract to the 
VA, published in 1985. Over 3,000 women vetereuis 
were identified out of a total of 526,367 
households from a national probadDility sample of 
the adult population. Nearly one in ten of the 
women surveyed reported a diagnosed case of 
cancer. Cancer of the uterus, ovaries, and cervix 
(43 percent) was the leading form. Breast camcer 
accounted for 26 percent of the cancer seen and 
affected approximately 2 percent of the women. 
Population surveys are e:q>ensive emd not done very 
often in the general public so relatively little 
conparative data exists . Another population 
survey of American women conducted by the Louis 
Harris orgeuiization in 1985 ( National Survey of 
Antecedent s. Mediators and Consequences of Stress ) 
showed a lifetime prevalence of just over 5 
percent in American women in general. There has 
been at least one other survey of veterems which 
shows a lower lifetin^ prevalence of Ccuicer in 
male veterans, but the numbers of women were too 
small to be statistically signif iceuit . This was 
the survey of aging veterans which showed that 9 
percent of males over 55 reported having been 
diagnosed with cancer conpared to 14 percent of 
females over 55. The difference is more dramatic 
than those figures indicate because 43 percent of 
the cancer in male veterans was skin cancer, which 
represents only 16 percent of the cancers in 
females. It must be pointed out; however, that 
other studies have cast doubt on the dependability 
of patient reporting of health status when 
conpared to physical exeun and medical record 
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review. One stud^ v^ich was not a survey, the 
’Vietneun Women Veterans Mortality Study, ” also 
showed a somewhat higher incidence of ceuicer eunong 
women veterans than predicted in the population. 
This was based on the review of death certificates 
but the total numbers were small. 

There are several possible explanations for the 
apparent higher prevalence of cancer in women 
veterans: First, the demographic coirposition 
differs, most notably in age. However, the 
difference persists for all ages, but is most 
marked for younger wocnen. Income information emd 
education as a marker for socioeconomic status was 
examined and showed that the differences in rates 
persisted across income and educational categories 
but were greatest for those with incomes 
above $20,000 and with some college education. 
Second, behavioral characteristics may differ. 
Unfortunately, the Survey of Women Veterans did 
not explore most behavioral correlates of cancer, 
such as diet, tobacco and alcohol use. Third, 
occupational differences between women veterans 
and other women may provide a residual explanation 
for differences in cancer. Occupational 
differences may be producing differences in rates 
of diagnosis as well as risk. Women veterauis who 
were e^^osed to combat situations -- almost 
exclusively Army nurses who served during World 
War II — show higher rates of breast, bone, 
stomach and colon cancer than other women 
veterans. The reasons for this are certainly not 
clear. Plans are being made for examination of 
the behavioral correlates with cancer and other 
possible explanations of this in the next survey 
of women veterans. 

19: How has VA worked with other federal agencies to 

ensure systematic data collection on the status, 
problems, and trends of women veterans as 
recommended by the VA's Women Veterans Advisory 
Committee and what are the results of this effort? 
Identify the agencies VA has worked with in this 
regard and describe the results of these efforts . 

To date the VA has not developed collaborative 
relationships with other federal agencies involved 
with women's issues. It is anticipated that with 
the development of the Women Vetereuis Progreun 
Office, such relationships will develop. The VA's 
involvement with HHS on the National Action Plan 
Against Breast Cancer is a beginning step toward 
the develosxnent of such collaborative activities. 

20: Have closer research ties between VA amd NIH been 

established to better facilitate health studies of 
women veterans as recommended by VA's Women 
Veterans Advisory COTDiittee? Describe these 
closer ties and their inpact. 

VA's Associate Chief Medical Director for Research 
and Develocxnent is a member of the White House 
Comnittee on Science and Technology Policy amd 
Planning. This provides an excellent linkage with 
National Institutes of Health (NIH) euid other 
agencies sharing interests in women veterans ' 
issues. In addition to such formal linkages, VA 
investigators and administrators have a variety of 
other linkages with NIH. For exanple, VA 
scientists frequently serve as reviewers for NIH 
study sections for extramural investigator 
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initiated research. Also, a representative from 
the VA Health Services Research and Development 
Service attended the December 14, 1993, HHS 
Secretary's Conference on Breast Cancer at NIH. 
This representative attended the workgroup on 
Policy and Regulation and urged increased 
attention to health services research and the 
iiqportance of considering the needs of women 
veterans. Additionally, a researcher from the 
National Cancer Institute served as a reviewer for 
a VA study of breast cancer in VA. This stud^, at 
the Durham, North Carolina, VA Medical Center, was 
funded effective October 1, 1993. 

Question 21: Has VA requested NIH appoint women veterans to 

serve on the Advisory Committee on Research on 
Women ' a Health as reconsnended by VA ' s Women 
Veterans Advisory Committee? 

Answer: While VA concurred with the recommendation of the 

VA‘s Women Veterans Advisory Committee as stated 
in their July 1992 report, at that time NIH did 
not have an Advisory Committee on Research on 
Women's Health. At the present' time, NIH has 
advised VA that they have decided to establish an 
Advisory Committee on Research on Women's Health 
this year and we intend to recommend that they 
consider the appointment of women veterans to 
serve on it. 

Question 22i How has VA cooperated with other agencies to 

ensure women veterans are included in scientific 
research and studies as recommended by VA's Women 
Veterans Advisory Committee? What are the 
results? 

Answer: In September 1992, the VA Office of Research and 

Develojwient sponsored a one-day conference to 
address an agenda for research on women's health 
care issues. Participants included staff, 
researchers, policymakers, and clinicians from the 
Veterans Affairs Central Office and Veterans 
Affairs HSR&D field programs, and representatives 
from the Offices of the Secretaries of Veterans 
Affairs and the Department of Defense. A specific 
outcome of this meeting has been the work within 
the VA Health Services Research and Development 
Service, through its service-directed research 
program, to establish a consortium specifically 
for research on women's health issues. Five VA 
medical centers have joined to develop a proposal 
for this consortium. Additionally, under the 
umbrella of the consortium, seven separate project 
proposals addressing issues such as access to 
care, appropriateness of care, cancer screening, 
post-traumatic stress disorder and variation in 
use of VA health care services for women veterans 
have been developed. These proposals will undergo 
scientific review in May 1994. For purposes of 
coordination, a representative from the Agency for 
Health Care Policy and Research will serve on the 
review panel . 

Since May 1991, it has been VA policy that all 
applicants for VA research must consider and 
dociiment the inclusion of women in their proposed 
studies. This is in line with similar policy at 
the National Institutes of Health. 
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Collaborative efforts and studies are described 
further in the attached VA Fact Sheet on VA 
Research on Women Veterans' Health. 

Question 23At Are current VA special programs for women veterans 
with post-tratifflatic stress disorder or other 
service-related psychological conditions fully 
meeting the needs of this population of women 
veterans? 

Answer; Yes. As of January 1994 in VA medical centers 

2,157 women have received counseling for sexual 
trauma and 1,714 have received related medical 
care services, lliis suggests that not only are 
women veterans coming to VA for sexual trauma 
services, but they are receiving comprehensive 
care for a range of medical and psychological 
concerns. An additional 67 women received 
counseling contract services. 

Question 23Bt How many women veterans could benefit from these 

services and how many have actually received these 
services? How can VA provide these services to 
more women veterans? 

Answer: No one knows how many women veter 2 ms could 

benefit from counseling for sexual traumas 
incurred while on military duty. A 1988/89 survey 
by the Department of Defense (DoD) reported that 
coopleted or attespted rape occurred in only 5 
percent of their sample, while pressure for sexual 
favors and touching had higher frequencies (15 
percent and 38 percent, respectively) . Some VA 
data suggest that the incidence of sexual 
traumatization may be higher. Preliminary studies 
from the Women's Health Sciences Division of the 
National Center for PTSD suggest that as many as 
30 percent of wonven veterans may have suffered 
assaults at some point in their military career. 
This is consistent with data from a 1992 
Readjustment Counseling Service survey reporting 
26 percent of all wcmien veterems being counseled 
at that time had reported sexual assault in the 
military, A February 1994 report from the 
inpatient Women's Trauma Recovery Program at the 
Menlo Park Division of the Palo Alto VA Medical 
Center indicated that of the 29 women veterans who 
had completed the treatront program since its 
inception in 1992, 10 (34 percent) reported active 
duty sexual trauma. According to the 1990 census, 
there are 1 . 1 million women vetereuis . The number 
of women veterans who have received services is 
noted in the response to the first part of this 
question. VA can provide these services to more 
women veterans by increasing the number of VA 
clinicians who understand how to diagnose and 
manage psychological and physical problems related 
to sexual trauma, amd by increasing the awareness 
of women veterans that treatment services are 
available through VA. Caring for victims of 
sexual trauma is a major area of emphasis in the 
multi-year National Training Program on women 
veterans' health. A series of five Women Veterans 
Health National Training Program modules have been 
designed for VA mental health and readjustment 
counseling clinicians, women veterans coordinators 
and other clinical staff. Three of these modules 
have already been presented to system-wide 
audiences of over 1,000 participemts per module. 
The topics covered included: diagnosis and 
treatment of sexual trauma; problems in 
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psychotherapy, and ethical /legal issues. In 
addition, there was a face-to-face training on 
Women Vetercuis Health and Other Issues of Sexual 
Trauma for over 400 VA clinicians from mental 
health services, primary care services and vet 
centers from the Eastern half of the nation in 
Baltimore in July 1993. This successful program 
will be repeated for Western U.S. staff in 
September 1994 in San Diego. Local VA facilities 
should advertise the availeibility of these 
clinical services for women veterans in their 
local communities, as the Boston Women Veterans 
Stress Disorder Treatment Team has begun to do. 

Question 23C: What is needed to fully meet the needs of this 
women veterans population? 

Answer: All VA medical facilities should have the 

capability of providing at least initial 
diagnostic screening cind basic treatment or 
referral for psychiatric and physical disorders 
for women veterans who have experienced sexual 
trauma. Skills in the treatment of PTSD emd 
substauice use disorders in women are needed. 

Question 24: Where and how has VA expanded its efforts to 

assist homeless women veterans who have child- 
rearing responsibilities by providing facilities 
for these veterans and their feunily members as 
recommended hy the VA's Women Veterans Advisory 
Committee? How does VA plan to respond to this 
r ec ommenda t ion? 

Answer: At the VA's recent summit on homeless veterans a 

special workshop was held to discuss the issues of 
homeless female veterans . We are exploring ways 
to enhance our services to this population by 
working with community agencies that provide 
housing and other interventions to homeless women 
with dependent children. Facilities in Meirqphis 
and Waco have accessed community resources. We 
are reviewing these initiatives with the involved 
staff to assess the process they undertook in 
developing these programs in anticipation of 
providing guidance to the field that will promote 
additional initiatives. The Women Veterans 
Program Office has begun to assess the needs of 
this population and is working with 
representatives of the VA's homeless program to 
address this issue more effectively in the future. 

Question 25: Describe VA's programs for aging women veterans, 

including domiciliary and nursing home care. 

Answer: VA domiciliaries and nursing homes provide a 

coRprehensive array of rehabilitative and health 
maintenemce support services to eligible women 
veterans of all ages. Current construction 
criteria clearly address the needs of aging 
veterans of both sexes. Bach program provides 
gender -specific health screening programs, gender- 
specific health education programs and gender- 
specific resocialization activity programs. 
Geriatric, Research, Education and Clinical Care 
Centers (GRECCs) are engaged in ongoing research 
efforts that may bear directly or indirectly on 
the future care of aging women veterans. GRECCs 
at Miami and West Los Angeles are currently 
conducting clinical research in osteoporosis and 
other bone disorders. 
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26: Has VA increased the en^loyment of women vetercuis 

as recommended by VA's Women Veterans Advisory 
Committee? What are the results? 

From March 31, 1993 to March 31, 1994, VA 
employment of women veterans increased from 6,926 
(2.6 percent of the total workforce) to 7,191 (2.7 
percent of the total workforce), a gain of 265 
(3.8 percent) . 

27 : How could VA encourage more women veterans to seek 

health care from VA? 

VA can encourage more women veterans to seek 
health care from VA by expanding VA outreach 
programs including medical research and the 
identification of the health care needs of women 
veterans in order to enhance and improve VA 
programs, in conjunction with the Women Veterans' 
Advisory Consnittee, veterans ‘ service 
organizations and women veterams consumers . VA 
can encourage more women as the ‘word-of-mouth* 
positive experiences of satisfied consumers 
spreads . 
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introduction 

The surest way to obtain current information on VA benefits and claims 
procedures is to call the nearest VA regional office. A call to 1-800-827-1000 from 
any location in the United States will connect you to a VA regional office. Counse- 
lors can answer questions about benefits eligiUlity and application procedures. 

They make referrals, when necessary, to other VA facilities, such as medical centers 
and national cemeteries. To assure that accurate information and courteous 
responses are given to the public, VA supervisory personnel occasionally monitor 
telephone calls. No record is kept of the caller's name, address, claim or telephone 
number. Local phone numbers of VA regional offices in 50 states, the District of 
Columbia, Manila and Puerto Rico are listed in the back of this book, along with the 
commercial phone numbers of all VA facilities. VA facilities also are listed in the 
federal government section of telephone directories under Department of Veterans 
Affairs. 

Many state governments and some municipalities operate agencies or offices 
devoted to administering state and local veterans programs and assisting veterans in 
filing claims for VA and other f^eral beiwfits. Many veterar\s service organizations 
also provide information and assistance. 

VA regional offices process claims for VA benefits and administer those benefits, 
which include, disability compensation, pension, home loan guaranty, life insurance, 
educatioa vocational training burial aQowance,and survivor's compensation, 
pension and education. 

VA medical center admissions offices are the immediate source for information 
regarding medical care eligibility, admissions pocedure and scheduling. They can 
provide information on all types of medical care, including nursing home, dental, 
drug and alcohol dependency, posthetics, readjustment counseling, and Agent 
Orange, radiation exposure or Persian Gulf War examinations. 

VA national cemeteries or regional offices can answer questions about eligibility of 
veterans and dependents for burial benefits. Documentation of military service 
must be shown to the director of the cemetery when burial is requested. The 
cemetery will schedule an interment service, and provide burial and an inscribed 
government marker. 


Who’s Eligible 

Eligibility for most VA benefits is based on discharge from active military service 
under other than dishonorable conditions for a minimum priod spcific^ by law. 
Active service generally means full-time service as a member of the Army, Navy, Air 
Force, Marines, Coast Guard, or as a commissioned officer of the Public Health 
Service, the Environmental Services Administration or the National Oceanic and 
Atmospheric Administration. Completion of at least six years of honorable service 
in the Selected Reserves also provides for home-loan benefits for those not otherwise 
eligible. Men and women veterans with similar service are entitled to the same VA 
benefits. 

The Defense Department issues each veteran a military discharge form, DD 214, 
identifying the veteran's condition of discharge — honorable, general, other than 
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honorable, dishoiK>rab]e or bad coixlud. Honorable aird general discharges qualify 
a veteran for most VA benefits. 

Dishonorable and some bad-conduct discharges issued by general courts-martial bar 
VA benefits. VA determines beirefit eligibility for veterans with other bad conduct 
discharges and discharges described by military branches as "other than honorable.' 
After reviewing the facts of each specific case, VA decides whether separation from 
service was under dishonorable or other than dishonorable conditions. Veterans in 
prison and parolees may be eligible for certain VA benefits. VA regional offices can 
clarify eligibility of prisoners and parolees. 

Service in 26 organizations (see p. 29 ic 30) during periods that include World Wars I 
and II has been certified as active military service by the Defense Department. 
Members of these groups may be eligible for VA benefits if Defense certifies their 
service and issues a discharge under honor^le conditions. 

Wartime Service 

Certain VA benefits and medical care require wartime service. As specified in law, 
VA recognizes these war periods: 

Mexican Border Period — May 9, 1916, through April 5, 1917, for veterans who 
served in Mexico, on its borders or in ac^acent waters. 

World War I — April 6, 1917, through Nov. 11, 1918; for veterans who served in 
Russia, April 6, 1917, through April 1, 1920, extended throu^ July 1, 1921, for 
veterans who had at least one day of service between April 6, 1917, and Nov. 11, 
1918. 

World War II — Dec. 7, 1941, through Dec. 31, 1946. 

Korean Conflict — June 27, 1950, through Jaa 31, 1955. 

Vietnam Era — Aug. 5, 1964, through May 7, 1975. 

Persian Culf War — Aug. 2, 1990, through a date to be set by law or Presidential 
Proclamation. 


Filing a Claim 

Those filing a claim with VA for the first time must submit a copy of their service 
discharge form (DD 214), which documents service dates aitd type of discharge, or 
give their full name, military service number, branch of service and dates of service. 
Once a claim is filed, the veteran's VA file number ("C" number) or Social Security 
number serves as the veteran's identifier. 

Keep Important Documents 

The veteran's DD 214 form should be kept in a safe, convenient location accessible to 
the veteran and next of kin or designated representative. The veteran's preference 
regarding burial in a national cemetery and use of a headstone provided by VA 
should be documented and kept with this information. The foUowing documents, if 
not included in VA files, will be needed for claims processing related to a veteran's 
death: 

• marriage certificate for a surviving spouse or children. 

• death certificate if the veteran did not die in a VA medical 
facility. 

• children's birth certificates for children's benefits. 

• veteran's birth certificate for parents establishing eligibility. 
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Informacion Para Los Veteranos 
De Habla HIspana y Sus 
Dependientes 

Si necesita informacidn o ayuda en la solidhid de los benefidos dispjestos por ley 
para veteranos y/o dependientes, escriba, Uame o visite cualquiera de las ofidnas 
del Departamento de Asuntos de Veteranos que aparecen al final de este fblleto, o si 
desea, puede ponerse en contacto con el representante de una de las organizadones 
de veteranos de su localidad. Cualquier solidtud para servidos m^cos puede 
hacerse en uno de los hospitales o cUnicas exiemas del Departamento de Asuntos de 
Veteranos. 

En aquDos estados donde hay una gran concenlraddn de veteranos y dependientes 
de habla Hispana, las ofidnas del Departamento de Asuntos de Veteranos tienen 
consejeros bUingues que le ayudaran en la solidtud de cualquier benefido de 
veterano. Ademas se encuentra disponible en las ofidnas regionales del 
Departamento de Asuntos de Veteranos o en la Ofidna Central (27), localizada en 
810 Vermont Avenue, NW, Washington, D.C. 20120, un breve foUelo titulado 'Sus 
Benefidos,' el cual puede obtenerse gratis. 
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Veterans Benefits Timetable 


Time 

Benefits Where to apply 

90 Days 

REEMPLOYMENT 

Former 

employer 

limited time 

UNEMPLOYMENT COdPENSATlON: 
The amount of benefit and payment 
period varies among states. Apply soon 
after separation. 

State 

employment 

service 

120 days 
or up to 
one year 
if totally 
disabled 

INSURANCE: Servicemen's Croup Life 
InsurarKe may be converted to Veterans 
Croup Life Irsurance. 

Office of SGLl, 
213 Washington 
St, Newark, NJ 
07102-9990 

Two years 
(ftom date 
of notice 
ofVA 
disability 
rating) 

DISABILITY INSURANCE; Life 

IrtsuraiKe (up to $10,000) is available for 
veterans with service-cormected 
disabilities. Veterans who are totally 
disabled may apply for a waiver of 
premiums on th^ policies. 

Any VA 
office 

10 years 
from release 

EDUCATION: Educational assistance 
depends upon period of service. 

Any VA 
office 

12 years (gen- 
erally from date 
of discharge) 

VOCATIONAL REHABILITATION: For 
disabled vets, VA will pay tuition and 
fees, and the cost of books, toob and 
other program expenses as wdl as 
provide a monthly living allowance. 

Upon completion of the vocabonal 
rehabilitation program, VA will assbt in 
firxling employment 

Any VA office 

No time 
limit 

Cl HOdE LOANS: VA will guarantee a 
loan for the purchase of a home, farm 
with a residence, manufactured home or 
condomirtium. 

Any VA office 
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Benefit Programs for Veterans 

Disability Compensation 

Eligibility 

Monetary benefits, called disability compensation, are paid to veterans who are 
disabled by injury or disease incurred or aggravated during active military service 
in the line of duty. The service of the veteran must have been terminated through 
separation or discharge under conditions that were other than dishonorable. 
Monetary benefits are related to the residual effects of the injury or disease. The 
amounts of the benefits, which are not subject to federal or state income tax, are set 
by Congress. Disability compensation is paid in monthly payments. Rates effective 
December 1, 1993: 


1994 Compensation Rates 


OlMUItv 

MonHyRite 

1 0 percent 

$ 87 

20 percent 

166 

30 percent 

253 

40 percent 

361 

50 percent 

515 

60 percent 

648 

70 percent 

819 

80 percent 

948 

90 percent 

1,067 

1 00 percent 

1,774 


In addition, amounts up to $5,071 per month are paid when the eligible veteran is 
adjudged to have suffered certain specific, severe disabilities. These are all decided 
on an individual basis. Federal law prohibits the award of VA disability compensa- 
tion concurrently with military retirement pay, except to the extent the retirement 
pay is waived. 

Allowances for Dependents 

Veterans whose service-connected disabilities are rated at 30 percent or more are 
entitled to additional allowances for dependents. The additional amount, from $16 
to $164 a month, is determined according to the number of dependents and the 
degree of disability. A disabled veteran evaluated 30 percent or more also is entitled 
to receive a special allowance for a spouse who is in need of the aid and attendance 
of another person. 
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Prisoners of War 

Former prisoners of war who were incarcerated for at least 30 days are entitled to a 
presumption of service connection for disabilities resulting from certain diseases or 
ailments if manifested to a degree of 10 percent at any time after active service. 

These presumptions may be rebutted by proof of other intervening causes. 

Other Disability Benefits 

Specially Adapted Homes 

Disabled veterans may be entitled to a grant from VA for a home specially adapted 
to their needs or for adaptations. 

For $38,000 Grant VA may approve a grant of not more than 50 percent of the cost 
of building, buying or remodeling adapted homes or paying indebtedness on those 
homes already acquired, up to a maximum of $38,000. Veterans must be entitled to 
compensation for permanent and total service-connected disability due to: 

(a) loss or loss of use of both lower extremities, such as to preclude locomotion 
without the aid of braces, crutches, canes or a wheelchair, or 

(b) disability which includes (1) blindness in both eyes, having only light 
perception, plus (2) loss or loss of use of one lower extremity, or 

(c) loss or loss of use of one lower extremity together with (1) residuals of 
organic disease or injury, or (2) the loss or loss of use of one upper extremity, which 
so affects the functions of balance or propulsion as to {preclude locomotion without 
using braces, canes, crutches or a wh^lchair. 

For $6,500 Grant VA may approve a grant for the actual cost, up to a maximum of 
$6,500, for adaptations to a veteran's residence which are determined by VA to be 
reasonably necessary. The grant also may be used to assist eligible veterans in 
acquiring a residence which has already been adapted with special features for the 
veteran's disability. In the latter situation, the amount of the grant is based on the 
fair market value of the existing special features, and not their cost. Veterans must 
be entitled to compensation for permanent and total service-connected disability 
due to: 

(a) BUixlness in both eyes with 5/200 visual acuity or less, or 

(b) Anatomical loss or loss of use of both hands. 

Supplemental Financing. Veterans with available loan guaranty entitlement may 
also obtain a guaranteed loan or a direct loan from VA to supplement the grant to 
acquire a sptecially adapted home. 

Housing Insurance. Veterans with a speciaDy adapted housing grant may be 
eligible for Veterans Mortgage Life Insurance. 

Automobiles or Other Conveyances 

Veterans and current service personnel qualify for this beneSt if they have service- 
connected loss of one or both hands or feet, or permanent loss of use, or permanent 
impairment of vision of both eyes. Veterans entitled to compensation for ankylosis 
(abnormal immobility) of one or both knees, or one or both hijjs, also qualify for 
adaptive equipment for an automobile. There is a one-time payment by VA of not 
more than $5,5(X) toward the purchase of an automobile or other conveyance. VA 
will pay for adaptive equipment, and for repair, replacement, or reinstallation 
requir^ because of disiA)iIity, and for the safe operation of a vehicle purchased with 
VA assistance or a previously or subsequently acquired vehicle. To apply, contact a 
VA regional office or the prosthetic office at a VA medical center. 
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Clothing Allowance 

Any veteran who is entitled to receive compensation for a service-connected 
disability for which he or she uses prosthetic or orthopedic appliances, including a 
wheelchair that tends to wear out or tear dothing, may receive an annual clothing 
allowaiKe of $478. Any veteran whose service<onnected skin condition requires 
prescribed medication that irreparably damages the veteran’s outer garments also 
may receive the allowance. 

Pension 

Eligibility 

Veterans may be eligible for support if they have limited income when they have 90 
days or more of active military service, at least one day of which was during a 
period of war. Their discharge from active duty must have been under conditions 
other than dishonorable. They must be permanently and totally disabled for reasotts 
neither traceable to military service nor to willful misconduct. Payments are made 
to qualified veterans to bring their total iiKome, iiKluding other retirement or Social 
Security income, to an established support level. Countable income may be reduced 
by unreimbursed medical expenses. Pension is not payable to those who have assets 
tlut can be used to provide adequate maintenaiKe. 

Improved Pension 

Effective Dec. 1, 1994, the Improved Pension program provides for the following 
maximum annual rates, generally payable monthly. The annual payment is reduced 
by the amount of the annual countable income of the veteran and the income of any 


spouse or dependent children. 

• Veteran without dependent spouse or child $ 7,818 

• Veteran with one dependent spouse or child $10,240 

• Veteran in need of regular aid and attendance with no dependents $12,504 

• Veteran in need of regular aid and attendance with one dependent $14,927 

• Veteran permanently housebound with no dependents $ 9,556 

• Veteran permanently housebouitd with one dependent $1 1,977 

• Two veterans married to one another $10,240 

• Veterans of World War I and Mexican Border Period, 

add to the applicable annual rate $1,769 

•Increase for each additional dependent child $1,330 


Reduction While in Nursing Home or Domiciliary 

When a veteran without a spouse or a child is being furnished nursing-home or 
domiciliary care by VA, the pension is reduced to an amount not in excess of $90 p>er 
month after three full<alendar months of care. The reduction may be delayed if 
nursing-home care is being continued for the primary purpose of providing the 
veteran with a prescribed program of rehabilitation services. 

Protected Pension Programs 

Pensioners entitled to benefits as of Dec. 31, 1978, who do not elect to receive a 
pension under the Improved Pension program, will continue to receive pension 
benefits at the rale they were entitled to receive on Dec. 31, 1978, as long as they 
remain permanently and totally disabled, do not lose a dependent, or their incomes 
do iK)t exceed the adjusted income limitation. The income limitation is increased 
annually based on changes in the Consumer Price Index. 

Vocational Training 

VeterarB in receipt of pensions between Feb. 1, 1985, and Dec. 31, 1995, may elect to 
participate in a vocational training program. Under this pilot program a veteran 
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may receive 24 months or more of vocational training and related services as well as 
up to 18 months of placement and post-placement services. Work income will affect 
the continuing receipt of pension. 

Aid and Attendance or Housebound 

A veteran who is a patient in a nursing home or otherwise determined by VA to be 
in need of the regular aid and attendance of another person or who is permanently 
housebound may be entitled to higher income limitations or additional bencRts, 
depending on the type of pension received. 
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Education and Training 

VA administers a number of education and training programs for veterans. For the 
Montgomery Cl Bill program, the discharge must be honorable. Discharges 

Montgomery Gl Bill (Active Duty) 

Eligibility 

The Montgomery GI Bill (Active Duty), also known as Chapter 30, is a program of 
education benefits generally for mdividuals who enter active duty for ^e first time 
after June 30, 1985. Active duty for benefit purposes includes full-time National 
Guard duty performed after Nov. 29, 1989. The participant generally must serve 
continuously on active duty for three years of a three-year or greater initial 
enlistment or, for a lesser benefit, two years of an mitial active-duty obligation of 
less than three years. An irwlividual also may qualify for the full benefit by initially 
serving two continuous years on active duty, followed by four years of Selected 
Reserve service. In the latter case, the participant must enter the Selected Reserve 
within one year of release from active duty. The participant must meet the 
requirements for a high school diploma or an equivalency certificate before the first 
period of active duty ends. Completing 12 credit-hours toward a college degree 
meets this requirement. Individuals who initially serve a continuous period of at 
least three years of active duty, even though they were initially obligated to serve 
less, will be paid at the higher basic rate. 

Participation Requirements 

Participation in the Montgomery GI Bill requires that servicepersons have their 
military pay reduced by $100 a month for the first 12 months of active duty. This 
money is not refundable. If an individual decides not to participate in this program, 
this decision cannot be changed at a later date. An exception is made under sp>eciric 
conditions for servicepersons who are involuntarily separated from active duty with 
an honorable discharge after Feb. 2, 1991. Those who previously dedded not to 
participate in this program aixl who voluntarily separate from active duty after Dec. 
4, 1991, under the Special Separation Benefit or the Voluntary Separation Incentive 
Program also may elect to participate. If the servicepeison decides to participate 
before separation, military pay will be reduced before separation, and education or 
training may take place following separation 

Vietnam Era GI Bill Conversion 

Also eligible for Montgomery Gl Bill benefits are those mdividuals who had 
remaining entitlement uivier the Vietnam Era GI Bill on Dec. 31, 1989, and served on 
active duty without a break sometime between OcL 19, 1984, and July 1, 1985, and 
continued to serve on active duty to July 1, 1988, or to July 1, 1987, followed by four 
years in the Selected Reserve after release from active duty. The individual must 
have entered the Selected Reserve within one year of release from active duty. The 
Completion of 12 credit hours toward a college degree meets the requirement, 
individual who converts from the Vietnam Era Gl Bill must have met the require- 
ments for a high school diploma or an equivalency certificate before Dec. 31, 1989. 
Completion of 12 credit hours toward a coDege degree meets the requirement. 
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Discharges and Separations 

For the Montgomery Cl Bill program^ the discharge must be honorable. Discharges 
designated “uiKler honorable conditions'' and 'general'’ do not establish eligibility 
for education benefits. A discharge for one of the following reasons could result in a 
reduction of the required length of active duty: 

(a) Convenience of the government. 

(b) Disability. 

(c) Hardship. 

(d) A medical condition existing before service. 

(e) Force reductions. 

(f) A medical condition which prevents satisfactory performance of duty. 

Education and Training Available 

The following education and training opportunities are available under the 
Montgomery Cl Bill: 

(a) Courses at colleges and universities leading to associate, bachelor or 
graduate degrees, and accredited independent study. Cooperative training 
programs are available to individuals not on active duty. 

(b) Courses leading to a certificate or diploma from business, technical or 
vocational schools. 

(c) Apprenticeship or on-job training programs for individuals not on active 
duty. 

(d) Corresporwlence courses. 

(e) Hight training from Sept. 30, 1990, to Sept. 30, 1994. Before beginning 
training, the veteran must have a private pilot license and meet the physical 
requirements for a commercial license. Benefits also may be receiv^ for solo flying 
hours up to the minimum required by the FAA for the rating or certification being 
pursued. 

The individual may receive tutorial assistaiKe benefits if enrolled in school half-time 
or more. Remedial, deficietKy and refresher training also may be available. 

Payments 

Veterans who served on active duty for three years, or two years active duty plus 
four years in the Selected Reserve or Naticmal Guard, will receive $400 a month in 
basic benefits for 36 months. Those who enlist for less than three years will receive 
$325 a montK VA pays an additional amount, conunonly called a 'kicker,' if 
directed by the Defense Department. Rate increases are bed to the Consumer Price 
Index. By law, there will be no rate change for the 1994 federal fiscal year, and the 
1995 fisc j year increase will be reduced by one-half. 

Work-Study 

To be eligible for work-study benefits, participants must bain at the three-quarter or 
full-time rate. Payments may be at the federd minimum wage or, if greater, the 
hourly minimum wage of the applicable state. Under this program, participants 
may perform outreach services t^er the supervision of a VA employee, prepare 
and process VA paperwork, work at a VA medical facility, or perform other 
approved activities. 

Period of Eligibility 

For the most part, benefits under Chapter 30 end 10 years from the date of the 
veteran's last discharge or release from active duly. VA can extend this 10- year 
period if the veteran was prevented from training during this period because of a 
disability or because he or she was held by a foreign government or power. The 10- 
year period can also be extended if an individual reenters active duty for 90 days or 
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more after becomirtg eligible. Veterans serving periods of active duty of less than 90 
days can qualify for extensions under certain circumstances. If the veteran's 
discharge is upgraded by the military, the lO-year period begins on the date of the 
upgrade. If eligibility is based on both the Vietnam Era Cl Bill and the Montgomery 
Cl Bill, and discharge from active duty was before Dec. 31, 1989, the veteran will 
have until Jan. 1, 2000. In most cases, VA will subtract from the 10-year period those 
periods the veteran was not on active duty between Jan. 1, 1977, and June 30, 1985. 

If eligibility is based on two years of active duty and four years in the Selected 
Reserve, the veteran's eligibility will end the later of. (a) 10 years from release from 
active duty; or (b) 10 years from completion of the four-year Selected Reserve 
obligatioa This four-year obligatiott, however, does itot apply to certain individuals 
discharged becatise of downsizing the military between OcL 1, 1991, and Sept. 30, 
1995. 

Montgomery Gl Bill (Selected Resenre) 

Eligibility 

The Montgomery Cl BUI (Selected Reserve) is a program of education benefits for 
members of the reserve elements of the Army, Navy, Air Force, Marine Corps and 
Coast Cuard, as well as the Army Nadonal Guard and the Air National Guard. This 
program also is referred to as Chapter 106. To be eligible for the program, a 
reservist must: 

(a) have a six-year obligation to serve in the Selected Reserve signed after June 
30, 1^5, or, if an officer, agree to serve six years in addition to the original obliga- 
tion; 

(b) complete Initial Active Duty for Training (lADT); 

(c) meet the requirements for a high school diploma or equivalency certificate 
before completing lADT; and 

(d) remain in good standing in a Selected Reserve unit 

Educatbn and Training Available 

Reservists may seek an undergraduate degree or take technical courses at colleges 
and universities. Those who have a six-year commitment beginning after Sept. 30, 
1990, may take courses leading to a certificate or diploma from business, technical, 
or vocational schools; cooperative training; apprenticeship or on-job training; 
correspondence courses; independent study programs; and flight training from 
Sept 30, 1990, to Sept. 30, 1994. 

Payments 

The full-time rate is $190 a month for 36 months. Rate increases are tied to the 
Consumer Price Index. By law, there will be no change for the 1994 federal fiscal 
year, ar>d the fiscal 1995 increase will be reduced by one-half. 

Work-Study 

Reservists training at the three-quarter or full-time rate are eligible for the work- 
study program. Terms of participation are the same as imder the Montgomery C! 

Bill (Active Duty) program, except that reservists can also work at a mUitary facility 
if the work is related to the Chapter 106 program. 

Period of Eligibility 

If a reservist stays in the Selected Reserve, benefits end 10 years from the date the 
reservist became eligible for the program. VA may extend the 10-year period if the 
individual could not train due to a disability caused by Selected Reserve service. If a 
reservist leaves the Selected Reserve because of a disability, the individual may use 
the full 10 years. In other cases, benefits end on the day the reservist leaves the 
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Selected Reserve, except that certain individuals separated from the Selected 
Reserve due to downsizing of the military between Oct. 1, 1991, and Sept. 30, 1995, 
will have the full 10 years to use their benefits. If the 10-year period ends, however, 
while the participant is attending school, VA will pay benefits until the end of the 
term. If the training is not on a term basis, payments may continue for 12 weeks. 

Veterans’ Educational Assistance Program (VEAP) 

Eligibility 

Under VEAP, active duty personnel voluntarily participated in a plan for education 
or training in which their savings are administered and added to by the federal 
government. Servicepersons were eligible to enroll in VEAP if they entered active 
duty for the first time after Dec. 31, 1976, and before July 1, 1985. Some contribution 
to VEAP must have been made prior to April 1, 1987. The maximum participant 
contribution is 52,700. While on active duly, participants may make a lump-sum 
contribution to the training fund. 

A serviceperson who participated in VEAP is eligible to receive benefits while on 
active duty if. (a) at least three months of contributions are available, except for 
high school or elementary school, in which case only one month of contributions is 
needed; and (b) the first active-duty commitment is completed. 

If the individual's first term is for more than six years, benefits may be available 
after six years. To attend an elementary or high school program, the individual 
must be in the last six months of the first enlistment. 

A veteran who partidpaled in VEAP is eligible to receive benefits if the discharge 
was under conditions other than dishonorable and; 

(a) the first enlistment was prior to Sept 8, 1980, or the participant entered 
active duty as an officer before Oct. 17, 1981, and served for a continuous period of 
181 days or more or was discharged for a service-connected disability; or 

(b) the participant enlisted for the first time on or after Sept. 8, 1980, or entered 
active duty as an officer on or after Oct. 17, 1981, and completed 24 continuous 
months of active duty. 

Education eligibility may be established even though the required active duly is not 
completed if the veteran: 

(a) receives VA disability compensation or military disability retirement; 

(b) served a previous period of at least 24 continuous months of active duty 
before Oct. 17, 1981; or 

(c) was discharged or released for early out, hardship or service-connected 
disability. 

An individual who contributed or who could have contributed to VEAP before 
being involuntarily separated from active duty with an honorable di-scharge after 
Feb, 2, 1991, may elect before separation to receive Montgomery Cl Bill (Active 
Duty) benefits. VEAP participants who voluntarily separate from active duty after 
Dec. 4, 1991, under the Special Separation Benefit or the Voluntary Separation 
Incentive Program also may elect to participate in the Montgomery G1 Bill (Active 
Duty). 

Education and Training Available 

VEAP participants may pursue a.ssociate, bachelor or graduate degrees at colleges or 
universities. Courses leading to a certificate or diploma from business, technical or 
vcKational schools may also be taken. Other opportunities include apprenticeship or 
on-job training programs, cooperative courses and correspondeiKe-school courses. 
Flight training may be pursued from April 1, 1991, through Sept. 30, 1994. Benefits 
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also may be received for solo flying-hours up to the minimum required by the FAA 
for the rating or certification being pursued. Before beginning training, the veteran 
must have a private pilot license and meet the physical requirements for a commer- 
cial license. 

A participant may study abroad, but only in programs leading to a college degree. 

A participant with a deficiency in a subject may receive tutorial assistance benefits if 
enrolled half-time or more. Remedial, deficiency and refresher training is available. 

Payments 

When the participant elects to use VEAP benefits to pursue an approved course of 
education or training, the Defense Department will match the participant's 
contribution at the rate of $2 for every $I the individual put into the fund. Defense 
also may make additional contributions to the fund in exchange for special duties 
performed by the participant. 

A typical VEAP payment: A participant contributes Sl,800 over a 36-month period 
and the government adds $3,600 (2 for 1 match); there is no additional benefit from 
the Defense Department. This results in a total entitlement amount of $5,400. This 
amount would be divided by 36 months, yielding a monthly benefit of $150 for full- 
time schooling for the veteran. 

A veteran will receive monthly payments for the number of months contributed, or 
for 36 months, whichever is less. The amount of the payment is determined by 
dividing the number of months that contributions were made into the participant's 
training-fund total. 

Period of Eligibility 

A veteran has 10 years from the date of last discharge or release from active duty to 
use VEAP benefits. This 10-year period can be extended by the amount of time the 
veteran could not train because of a disability or because of being held by a foreign 
government or power. The 10-year period may also be extended if the veteran re- 
enters active duty for 90 continuous days or more after becoming eligible. The 
extension ends 10 years from the date of discharge or release from the later active 
duty period. For periods of less than 90 continuous days, the veteran may qualify 
for extertsions under certain circumstances. A veteran with a discharge upgraded by 
the miUtary will have 10 years from the date of the upgrade. 

Work-Study 

To be eligible for work-study benefits, a person must train at the three-quarter or 
full-time rate. Payments may be at the federal minimum wage or, if greater, the 
hourly minimum wage of the applicable state. 

Vocational and Educational Counseling 

Servicemembers, veterans and dependents of deceased and totally disabled veterans 
may receive a wide range of vocational and educational counseling services 
throughout the period they are eligible for an educational assistance program 
administered by VA. Counseling services include educational and vocational 
counseling and guidance, and testing. In addition, the following individuals may 
receive these services regardless of eligibility for any other VA educational benefits: 
(a) ser\’icemembers within 180 days of their planned discharges or releases from 
active duty, and (b) veterans within one year after discharge. VA does not pay for 
travel expenses for servicemembers or veterans receiving counseling services. 
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Counseling Required for Individuals Rated Incompetent 

A veteran rated incompetent by VA must be counseled prior to entering a VA 
educational or training program. VA will pay the cost of travel for this counseling. 


Vocational Rehabilitation 

Eligibility 

Veterans and servicemembers who served in the Armed Forces on or after Sept. 16, 
1940, are eligible for vocational rehabilitation if three conditions are met: 

(1 ) They suffered a service-connected disability or disabilities in active service 
which entitle them to at least 20 percent compensation or would do so but for receipt 
of military retirement pay. Veterans with a 10 percent disability also may be found 
eligible if they have a serious employment handicap. 

(2) They were discharged or released under other than dishonorable conditions 
or are hospitalized awaiting separation for disaUlity. 

(3) VA determines that they need vocational rehabilitation consistent with their 
abilities, aptitudes and interests to overcome an employment impairment Their 
service-connected disabilities must materially contribute to this handicap. 

Period and Length of Rehabilitation Program 

Generally, the veteran must complete a rehabilitation program 12 years from the 
date VA notifies him or her of entitlement to compensation. This period may be 
deferred or extended if a medical condition prevented the veteran from training for 
a period or if the veteran has a serious employment handicap. 

Disabled veterans may receive services until they have reached their rehabilitation 
goal, but the duration of a rehabilitation program generally may not exceed 48 
months. VA may provide counseling, job placement and post-employment services 
for an additional period not to exceed 18 months. 

Benefits 

A disabled veteran will be given an evaluation to establish entitlement A disabled 
veteran may receive employment assistance, self-employment assistance, training in 
a rehabilitation facility, and college and other training. Severely disabled veterans 
may receive assistance to improve their ability to live independently. 

Rehabilitation Program Costs 

While in training and for two months after completing training, eligible veterans 
may receive sulsistence allowances in addition to their disability compensation or 
retirement pay. Servicemembers cannot receive subsistence allowances until they 
leave active duty. VA pays the costs of tuition and required fees, books, supplies 
and equipment. VA may also pay for special support, such as tutorial assistance, 
prosthetic devices, lip-reading trairung and signing for the deaf. VA will help the 
veteran to pay for at least part of the trartsportation expenses unique to disabled 
persons during training or employment services. VA also may provide an advance 
against futiu’e benefit payments for veterans who run into financial difficulties 
during trairung. 

Work-Study 

For work-study benefits, a person must train at the three-quarter or full-time rate. 
Participants will be paid in advance 40 percent of the amount specified in the work- 
study agreement or an amount equal to SO times the applicaUe minimum wage, 
whichever is less. They may provide outreach services under the supervision of a 
VA employee, prepare and pirocess VA paperwork, work at a VA medical facility or 
perform other approved activities. 
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Rates for Vocational Rehabilitation Training 



No 

One 

Two 

Each add. 

Type of training 

dependents 

dependent 

dependents 

dependent 

Institutional 





Full-time 

$366 

$454 

$535 

$39 

Three-quarter-Sme 

275 

341 

400 

30 

Half-tme 

164 

226 

268 

20 

Farm cooperativaf 
apprenliceship/OJT 





Full-time 

320 

367 

446 

29 

Extended evaluation/ 
Independent tying 





Full-time 

366 

454 

535 

39 

Three-quarter-time 

275 

341 

400 

30 

Half-time 

164 

226 

266 

20 

Quarter-time 

92 

114 

134 

10 


Special Program for Veterans Paled Unemployable 

Veterans awarded 100 percent disability compensation based upon unemployability 
may request an evaluation and, if found eligible, may participate in a rehabilitation 
program and receive special assistance in securing employment. A veteran with an 
unemployability rating who secures gainful employment under the spedal program 
will continue to receive disability compensation without reduction until the veteran 
has worked continuously for 12 months. 

Special Program for Veterans Receiving Pension 

Veteraits who are awarded VA pension through Dec. 31, 1995, may be eligible for up 
to 24 months — or more under certain circumstances — of vocational training. 
Program participants may also receive up to 18 months of services in employment 
counseling. 

Any veteran receiving a pension awarded prior to Dec. 31, 1995, may apply for an 
evaluation and for participation in vocatioi\al training. If an evaluation shows the 
veteran can achieve a vocational goal and the veteran wants vocational training, VA 
will help develop a plan of training and supportive services. Veterans are not 
recjuired, however, to take part either in evaluation or training. 

A veteran will continue to receive pension while receiving training or emplojTnent 
services. If a veteran in the training program loses entitlement to pension, training 
may be continued unless the pension is the result of fraud or administrative error. 

If a veteran's prension is terminated for excessive work or training income, the 
veteran may continue to receive VA health care and retain priority for treatment for 
three years after the date the pension is terminated. 

Participants may work up to 12 months with no change in their evaluation as 
permanently and totally disabled. The employment must be within the scope of the 
vcKational goal or a related field identified in the participant's VA rehabilitation 
plan and must be obtained within one year after eligibility for counseling expires. 
Earnings during this 12-month period count as income for pension purposes. 
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Home Loan Guaranties 

Eligible veterans and unremarried surviving spouses may obtain VA-guaranteed 
loans for the purchase and refinancing of homes, corvjominiums and manufactured 
homes. The VA guarantees part of the total loan so a veteran may obtain a mortgage 
on a home or condominium with a competitive interest rate — without a 
downpayment if the lender agrees. VA requires a downpayment for the purchase of 
a manufactured home. VA also requires a downpayment for a home or condo- 
minium if the purchase price exceeds the reasonable value of the property or the 
loan has a graduated payment feature. With a VA guaranty, the lender is protected 
against loss up to the amount of the guaranty if the borrower fails to repay the loan. 
A VA loan guaranty can be used to: 

(a) Buy a home. 

(b) Buy a residential unit in new or proposed, existing or converted condomiruum 
projects. 

(c) Build a home. 

(d) Repair, alter or improve a home. 

(e) Refinance an existing home loan. 

(f) Buy a manufachu'ed home with or without a lot. 

(g) Buy and improve a manufactured home lot on which to place a unit owned and 
occupied by the veteran. 

(h) Improve a home through installation of a solar heating or cooling system or 
other weatherization improvements. 

(i) Purchase and improve simultaneously a home with energy-conserving measures. 
0) Refinance an existing VA loan to reduce the interest rate. 

(k) Refirunce a manufactured home loan to acquire a lot. 

(l) Purchase and improve a home simultaneously. 

Eligibility 

To be eligible for a loan guaranty, applicants must have a gcxxl credit rating and 
have an income suffident to supjjort the new mortgage payments. The applicant 
also must agree to CKCupy the property as a home. To obtain a VA Certificate of 
Eligibility, complete a VA Form 2^1880, "Request for Determination of Eligibility 
and Available Loan Guaranty Entitlement," and submit it along with required 
supporting dcKuments to the nearest VA regional office. 

World War II Eligibility: (a) active duty on or after Sept. 16, 1940, and prior to July 
26, 1947; (b) a discharge or separation under other than dishonorable corvlitions; and 
(c) at least 90 days total service, unless discharged earlier for scrvice<onnected 
disability. 

Post-World War II Eligibility: (a) no other active-duty service except that which 
occurred after July 25, 1947, and prior to June 27, 1950; (b) a discharge or separation 
under other than dishororable conditions; and (c) at least 181 days continuous 
active-duty service unless discharged earlier for a service-connected disability. 

Korean Conflict Eligibility; (a) active duty at any time on or after June 27, 1950, 
and prior to Feb. 1, 1955; (b) discharge or separation under other than dishonorable 
conditions; and (c) at least W days total service, unless the veteran was discharged 
for a service-connected disability. 
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Post-Kortan Conflict Eligibility: (a) active duty for 181 continuous days or more, 
any part of which occurred after Jan. 31, 1955, and prior to Aug, 5, 1964; and (b) 
discharge or release under conditions other than dishonorable; or (c) early dis- 
charge or release from active duty after such date for a service-connected disability. 

Vietnam Eligibility: (a) active duty for a total of 90 days or more, any part of 
which occurred after Aug. 4. 1964, and prior to May 8, 1975; and (b) discharge or 
release from active duty under conditions other than dishonorable; or (c) earlier 
release from such active duty for a service-connected disability. 

Post-Vietnam Eligibility: For veterans whose enlisted service began before Sept. 8, 
1980, or whose service as an officer began before Oct. 17, 1981, the following is 
required: (a) active duty for 181 continuous days or more, all of which occurred 
after May 7, 1975, and discharge or release from active duty under conditions other 
than dishoiKirable; or (b) early release for service-connect^ disability; (c) early 
release from such active duty for sers'ice-connected disability. Eligibility require- 
ments for veterans separated from enlisted service between Sept. 8, 1980, and Aug. 

1, 1990, or service as an officer between Oct. 17, 1981, and Aug. 1, 1990, are: (a) 
completion of 24 months of continuous active duty or the full period — at least 1 81 
days — for which the person was called or ordered to active duty, and discharge or 
release from active duty imder conditions other than dishonorable; or (b) comple- 
tion of at least 181 days of active duty with a hardship discharge or discharge for the 
convenience of the goverrtmenl; or (c) early discharge for service-connected 
disability. 

Persian Gulf War Eligibility; Eligibility requirements for Persian Gulf War 
veterans are: (a) completion of 24 months of continuous active duty or the full 
period — at least 90 days — for which the person was called to active duty, and 
discharge or release from active duty under conditions other than dishonorable; or 
(b) earlier release after at least 90 days, with a hardship discharge, discharge at the 
convenience of the government, or discharge for a service-connected disability. 
Reservists and National Guard members are eligible if they were activated on or 
after Aug. 2, 1990, served at least 90 days active duty, and were discharged 
honorably. 

Active Duty Personnel Eligibility; Until the Persian Gulf era is ended by law or 
Presidential Proclamation, persons on active duty are eligible after serving on 
continuous active duty for 90 days. SU-month enlistees who serve for six months on 
active duty for training only are not eKgible sitKe their service does not constitute 
'active duty" as defin^ by law, although they may be eligible for FHA Home 
Mortgage Insurance for veterans. 

Eligibility for Members of the Selected Reserve: Individuals who have completed 
at least six years in the Reserves or National Guard are eligible if they: (1) have boon 
discharged under honorable conditions, or (2) have been placed on the retired list, or 
(3) have been transferred to an element of the Ready Reserve other than the Selected 
Reserve, or (4) continue to serve in the Selected Reserve. Eligibility for reservists 
expires Oct. 28, 1999. 

Eligibility for Others; Others eligible include unremarried spouses of veterans who 
died on active duly or as a result of service-connected cau.ses; spouses of activeduty 
service members who have been missing in action or a prisoner of war for at least 90 
days; U.S. citizens who served in the armed forces of a U.S. ally in World War II; and 
certain citizens who were part of organizations with recognized contributions to the 
U.S. World War II effort. Questions about eligibility may bo answered at any VA 
regional office. 
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Expiration 

Loan guaranty eligibility is not rmnnally subject to an expiration date. Eligibility for 
reseiA'ists not activated by Presidential Order, however, expires Oct. 28, 1999. 

Entitlement 

The amount of the VA guaranty available to an eligible veteran is called the 
entitlement. The basic entitlement available to an eligible veteran is S36,000. Up to 
$46,000 of entitlement, however, may be available to veterans purchasing or 
constructing homes to be finarKed with a loan of more than $144,000 and to veterans 
who obtain an Interest Rate Reduction Rehnancing Loan of more than $144,000. The 
amount of entitlement depends on the loan purpose and amount: 


Loan Guaranty Entitlement 


UaniWiMLnl 

OiMnrrty PircanI 

DfiteAmoint 

Up to $45,000 

50% 

$22,500 

$45,001 to $56,250 

40% - 50% 

$22,500 

$56,251 to $144,000 

40% 

$36,000 

Over $144,000 

25% 

$46,000 

Manufactured home 
and/or lot loan 

40% 

$20,000 


The maximum home loan entitlement was raised from $4,000 to $7,500 in 1950, to 
$12,500 in 1968, to $1 7,500 in 1974, to $25,000 in 1978, to $27,500 in 1980, to $36,000 in 
1988 and to $46,000 in 1989. A veteran who previously obtained a VA loan can use 
the remaining entitlement for any eligible purpose. Veterans who used their 
entitlement to purchase a manufactured home must first dispose of the manufac- 
tured home before purchasing a second manufactured home with a VA guaranteed 
loan. The amount of remaining entitlement is the difference between $36,000 — or 
$46,000 for special loans — and the amount of entitlement used on prior loans. 
Veterans refinancing an existing VA loan with a new VA loan at a lower interest rate 
need not have any entitlement available for use. 

VA docs not establish a maximum loan amount. No loan for the acquisition of a 
home, however, may exceed the reasonable value of the property. A loan for the 
purpose of refinancing existing mortgage loans or other bens secured of record on a 
dwelling owned and occupied by the veteran as the veteran’s home is generally 
limited to 90 percent of the appraised value of the dwelling as determirxxl by VA. A 
loan, however, to reduce the interest rate on an existing VA loan can be made for an 
amount equal to the outstanding balance on the old loan plus closing costs and 
reasonable discount points. A loan for the purchase of a manufactured home or lot 
is lintited to 95 percent of the amount that would be subject to finance charges. 

A veteran who previously obtained a VA loan can use the remaining entitlement for 
a second purch^. The amount of remairung entitlement is the differeiKe between 
$36,000 — or $46,000 for special loans — arxl the amount of entitlement used on 
prior loans. Veterans refinancing an existing VA loan with a new VA loan at a lower 
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interest rate need not have any enbtlement available for use. 

Closing Costs 

Payment in cash is recjuired on all home loan closing costs, including title search and 
recording, hazard insurance premiunts, prepaid taxes and the 1 percent origination 
fee which may be required by lenders in lieu of certain other costs. In the case of 
reiinancing loans, all such costs may be iiKluded in the loan, as long as the total loan 
docs not exceed 90 percent of the reasottabie value established by VA for the 
property. Interest rate reduction rehnarKing loans can be made for an amount equal 
to the outstanding balance of the old loan plus closing costs and reasonable discount 
points. Loans, including refinancing loans, are charged a funding fee by VA, with 
the exception of loans made to certain disabled veterans and unremarried surc’iving 
spouses of veterans who died as a result of service or service-connected disabilities. 
The VA funding fee is based on the loan amount and, at the discretion of the veteran 
and the lender, may be included in the loan. A fee also is charged for assumption of 
a VA loan made after March 1988. Veterans who are using entitlement for a second 
or subsequent time who do not make a downpayment of at least 5 percent are 
charged a funding fee of 3 percent. This fee varies according to the loan: 


Funding Feo 


Vttennt 

LaanC«to 90 fy % of loin 

RiaiMsts 

Purchase or construction loans 
with downpayments of less than 

5 percent, refinancing loans and 
home improvement/repair loans 

2.0 

2.75 

Purchase or construction loans with 
downpayments of at least 5 percent 
but less than 10 percent 

1.5 

2.25 

Purchase or construction loans with 
downpayments of 10 percent or more 

1.25 

2.0 

Manufactured home loans 

1.0 

1.0 

Interest rate reduction loans 

0.5 

0.5 

Assumption 

0.5 

0.5 

Second or subsequent use 

3.0 

3.0 
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Restoration and Substitution of Entitlement 

Veterans may have guaranty entitlement restored under the following conditions: 

(1) the veteran sells the home which was obtained with the VA loan, and (2) the VA 
is relieved of liability on the VA loan — normally accomplished by pacing off the 
loan — or the loan is assumed by an eligible veteran who is able and willing to 
substitute entitlement for that used by the original veteran buyer. 

Financing, Interest Rates and Terms 

Veterans obtain VA-guaranleed loans through the usual lending institutions, such as 
banks, savings and loan associations, building and loan associations and mortgage 
loan companies. Real estate brokers usually assist the borrower in finding a lender. 

Veterans may obtain a loan with a fixed or a variable interest rate, which may be 
negotiated with the lender. If the lender charges discount points on the loan, the 
veterem may negotiate with the seller as to who will pay points or if they will be split 
between buyer and seller. Points paid by the veteran may not be included in the 
loan. If the veteran chooses an adjustable rate mortgage, the interest rate may not be 
raised more than 1 percent annually and may not increase more than a total of 5 
percent over the life of the loan. The term of the loan also is subject to negotiation 
with the lender and may be for as long as 30 years and 32 days. 

VA normally does not require that a downpayment be made. VA does require a 
downpayment for a manufactured home or lot loan, for a loan with graduated 
payment features, and to prevent the amount of a loan from exceeding VA's 
determination of the property's reasonable value. If the sale price exceeds the 
reasonable value, the veteran must certify that the difference is being paid in cash 
without any supplementary borrowing. 

The maximum maturity for manufactured home or lot loans varies. A VA office can 
provide specific irvformation. A cash downpayment of 5 percent of the purchase 
price is required for such loans. The downpayment also must include an amount 
equal to the difference, if any, between the maximum loan allowable for the 
traresaction and the cost to the veteran. 

Safeguards for Veterans 

VA protects veteran borrowers in the following ways: 

(a) Homes completed less than a year before purchase with VA financing and 
inspected during construction by either VA or HUD must meet or exceed VA 
minimum property requirements for construction and general acceptability. 

(b) VA may suspend from participation in the loan program those who take unfair 
advantage of veteran borrowers or decline to sell a new home or make a loan to an 
eligible veteran of good credit because of race, color, religion, sex, disability, familial 
status or national origin. All credit trarvsactions involving VA financing also must 
meet the requirements of the Equal Credit Opportunity Act and the Federal Reserve 
Board's Regulation B. 

(c) The builder of a new home in.spected by VA or HUD during construction is 
required to give the purchasing veteran a one-year warranty that the home has been 
constructed in .substantial conformity with VA-approvid plans and specifications. 

A similar warranty must be given for new manufactured homes. 

d) In cases of new construction completed under VA or HUD irLspection, VA may 
pay or otherwise compensate the veteran borrower for correction of structural 
defects seriously affecting U vability if assistance is requested within four years of the 
time a home loan is guaranteed or made. 

(e) The borrower obtaining a Cl loan may only be charged the fees and other 
charges prescribed by VA as allowable. 

(f) The borrower has the right to prepay at any time, without premium or penalty, 
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the entire indebtedness or any part thereof not less than the amount of one install- 
ment or $100, whichever is less. 

(g) It is the policy of VA to encourage holders to extend all reasonable forbearance 
and indulgence in the event a borrower becomes temporarily unable to meet the 
terms of the loan. 

Occupancy Certification 

Veterans must certify that they intend to live in the home they are buying or 
building with a VA guaranty. Also, when a veteran wishes to refinance or improve 
a home with a VA guaranty, the veteran must certify to being in occupancy at the 
time of application. If the veteran is on active duty, the spouse may certify occu- 
pancy. In refinancing outstanding VA-guaranteed loans solely to reduce the interest 
rate, veterans tteed only certify to prior occupancy. Veterans purchasing homes 
with Cl loans also are required to certify they will not discriminate in the resale of 
their homes. 

Release of Liability 

When a veteran sells residential property financed through a VA guaranty, the 
veteran, upon request, may be released from liability to the federal government, 
provided the loan is current, the purchaser has been obligated by contract to 
purchase the property and a.ssume all of the veteran's liabilities, and VA is satisfied 
that the purchaser is a good risk. A release of liability does not mean that a veteran 
could have the VA guaranty entitlement restored. VA usually restores entitlement 
only when it is no longer liable to the lender on the guaranty and the veteran is 
otherwise eligible for restoration. The release of a veteran from liability to the 
government does not change the fact that VA continues to remain liable on the 
guaranty. If a veteran-buyer, however, agrees to substitute enbtlemenl for that of 
the original veteran-borrower and if all other requirements for substitution of 
entitlement are met, the veteran-seller may qualify for restoration. 

For loans made on or after March 1, 1988, a release from liability determination must 
be made in every case involving the assumption of a VA-guaranteed loan. This will 
involve a determination of the good credit of the buyer assuming the loan by the 
holder of the loan or VA. A VA loan for which a commitment was made on or after 
March 1, 1988, is not assumable without approval of VA or its authorized agent. 

The person who assumes a VA loein for which a commitment was made on or after 
March 1, 1988, must pay a fee to VA equal to 1/2 of 1 percent of the balance of the 
loan being assumed. If a person disposes of the property securing a VA loan for 
which a commitment was made on or after March 1, 19M, without first notifying the 
holder of the loan, the holder may demand immediate and full payment of the 
amount owing on the loan. 

Repossessed Houses 

In many areas, VA has homes for sale that have been acquired after foreclosure of a 
VA-guaranteed loan. These homes are available for resale to both veterans and non- 
veterans. For information, contact local real estate agents for available listings. 

Home Loans for Native American Veterans 

VA direct home loans are available to eligible Native American veterans who wish 
to purchase, construct or improve a home on Native American trust land. The.se 
loans may be used to simultaneously purchase and improve a home. VA direct 
loans generally are limited to the cost of the home or $80,000, whichever is less. 
Before a Native American veteran can obtain a loan under this program, the tribal 
entity must sign with the Secretary of Veterans Affairs a Memorandum of Under- 
standing spelling out the program. A funding fee of 1.25 percent must be paid to 
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VA except for veterans receiving compensation because of a service-cotmecled 
disability. Veterans who qualify based on service in the Reserves or National Guard 
that was not active duty are charged a funding fee of 2 percent of the loan amount. 
The funding f^ may be paid in cash or it may be included in the loan. Other closing 
costs may not be included in the loan. Oosing costs may vary because of differing 
local laws and customs. The following may be paid by either the veteran purchaser 
or the seller VA appraisal, credit report, loan processing fee, title search, title 
insurance, recording fees, transfer taxes, survey charges and hazard insurance. 


22 



237 


Life Insurance 

For information about government life insurance, veterans may call the VA 
Insurance Center in Philadelphia toll-free, l-SOO-669-8477. SpeciaUsts are available 
between the hours of 8:30 a.m. and 6 p.m., ET, to discuss premium payments, 
insurance dividends, changes of address, policy loans, naming beneficiaries and 
reporting the death of the insured or a betieiiciary. After hours a caller may leave a 
recorded message, which will be answered on the next workday. If the ]x>Ucy 
number is unknown, seiKl the veteran's VA file number. Social Security nund^er, 
military serial number or military service branch and dates of service with date of 
birth to one of two VA insurance centers. 

For states east of the Mississippi River, or for any policy which is being paid by a 
deduction from VA benefits, military retired pay or a checking account, send to: 

Department of Veterans Affairs 
Regional Office and Insurance Center 
P.O. Box 8079 
Philadelphia, PA 19101 


For states west of the Mississippi River, and the states of Minnesota, Wisconsin, 
Illinois, Indiana aivl Mississippi, send to: 


Department of Veterans Affairs 
Regional Office and Insurance Center 
Bishop Henry Whipple Bldg. 

Fort Snelling 
St. Paul. MN 55111 


Status of Life Insurance Programs 




EndrvMfer 

NmtImum 

PoicyL«nv 

PnCx 

U.S. Government (USCLI) 

May 1919 

April 24, 1951 

K 

National Service (NSLI) 

Oct. 8, 1940 

April 24, 1951 

V,H 

Veterans Special (VSLI) 

April 25, 1951 

Dec. 31, 1956 

RS,W 

Service Disabled (SDVI) 

April 25, 1951 

Still Open 

RH 

Veterans Reop)en^ (VRl) 

May 1, 1965 

May 2, 1966 

J,JR.JS 

Servicemen's Croup (SCLI) 

Sept. 29, 1965 . 

Still Open 


Veterans Mortgage (VMU) 

Aug. 11,1971 

Still Open 


Veterans' Croup (VCLI) 

Aug. 1, 1974 

Still Open 



Dividends Can Increase Total Insurance 

Since July 1, 1972, the maximum amount of government life insurance, exclusive of 
SGU, VCLI and VMLI, can be increased from a ceiling of $10^000. Policyholders 
with WWII National Service Life InsuraiKe (V) can use their dividends to purchase 
additional paid-up coverage, permitting insureds to have more than S10,000 
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coverage. Policyholders with Veterans Special life Insurance (RS, W) and Veterans 
Reopened Insurance (J, )R^ ]S) also can purchase additions to coverage. 

Service-Disabled Veterans Insurance 

Veterans who are granted a service-connected disability but are otherwise in good 
health may apply to VA for up to $10,000 life insurance coverage at standard 
insurance rates within two years from the date VA notifies the veteran that the 
disability has been rated as service-cormected. This insurance is limited to veterans 
who left service after April 24, 1951. Veterans who are totally disabled may apply 
for a waiver of premiums. For those veterans who are eligible for this waiver, an 
additional policy of up to $20,000 is available. Premiums, however, cannot be 
waived on the additional insurance. 

Reinstatement of Lapsed Insurance 

Lapsed term policies may be reinstated within five years from the date of Iap>se. 
However, NSLI on the Limited Convertible Term Plan (Policy prefix W) may not be 
reinstated if the term insurance expired after the policyholder’s 50th birthday. 
Lapsed permanent plan policies may be reinstated at any time except that "J" and 
"JR" policies must be reinstated within five years from date of lapse, and an 
endowment plan must be reinstated within the endowment period. 

Automatic Renewal 

A five-year term policy which is not lapsed at the end of the term period is auto- 
matically renewed for an additional five-year period. The exception is the NSLI 
Limited Convertible Term Plan (policy prefix W) which may be converted to a 
permanent plan, but cannot be renewed after the insured's 50th birthday. The 
premium rate for each renewal is based on the attained age of the insured, except 
"V" and "RS" prefixed policies renewed beyond age 70. The rate on these policies is 
ba.sed on the age 70 renewal rate, with no further increases occurring over the 
remaining life of the contract. 

Convertibility 

Any term policy which is in force may be converted to a permanent plan if require- 
ments are met. NSLI policyholders, however, are not eligible to convert to an 
endowment plan while totally disabled. Upon reaching renewal at age 70 or older, 
NSLI "V" and "RS" term policies on total disability premium waiver are automati- 
cally converted to a permanent plan of insurance which provides cash and loan 
value as well as higher annual dividends. 

Modified Life 

A "modified life at age 65" plan of insurance is available to NSLI policyholders. The 
comparatively low premium rates for this plan remain the same throughout the 
premium- paying period, while the face value reduces by 50 percent at age 65. The 
reduced amount may be replaced viith a "special ordinary life" plan, for an 
additional premium. In 1972, a "modified life at age 70" plan became available, 
which is like the modified life at age 65 plan except that face value reduction does 
not occur until age 70. The premium rate is only slightly higher than for the 
modified life at age 65 plan. 

Dividends 

Dividends are paid to holders of "K," "V," "RS," "W," "J," "JR," and "JS" insurance 
on the policy anniversary date. Dividends are not paid to holders of "H" or "RH" 
policies, or to those insured under SGLI, VMLl and VGLl. The Internal Revenue 
Service has announced that interest on insurance dividends left on deposit with VA 
is not taxable. For details on this ruling contact the IRS. 
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Guaranteed Permanent Plan Policy Values 

When a permanent plan policy has had premiums paid or waived for at least one 
year, and it is not lapsed, the guaranteed values include cash surrender, loan and 
reduced paid-up provisions. If a permanent plan policy lapses after being in force 
for at least three months, it will automatically be extended as term insurance. The 
period of this protection is determined by the net cash value of the policy. The 
amount of extended coverage is the face value less any irKlebtedness. 

Policy Loans 

Policyholders may borrow up to 94 percent of the cash surrender value of their 
permanent plan on insurance aiwl continue the insurance in force by payment of 
premiums. All NSLI policy loans applied for on and after Nov. 2, 1987, are charged 
interest at an adjustable rate which is adjusted each Oct. 1. Changes to the adjust- 
able loan interest rate are tied to the 10-year U.S. Treasury securities index. The 
annual interest charged on adjustable-rate loans will not go higher than 12 percent 
or lower than 5 percent. The interest rates on United States Government Life 
Insurance (USGLI) policy loans and existing fixed rate NSU policy loans will remain 
unchanged. Interest on policy loans is compounded annually. The current interest 
rate may be obtained at any VA office, or by calling the toll-free number, 1-800- 
669-8477. 

Waivers for Total or Permanent Disability 

NSLI policyholders who become totally disabled before their 65th birthday and are 
likely to remain so for six or more months should consult VA about their entitlement 
to premium waiver. USGLI policyholders who become totally and permanently 
disabled should con.sult VA about receiving the proceeds of their policies in monthly 
payments. 

Total Disability Income Provision (TDIP) 

Full information about adding the TDIP rider to a policy is available from the VA 
Regional Office and Insurance Center which maintains the veteran's insurance 
records, or the nearest VA office. The provision currently jwovides that an NSLI 
policyholder will be paid $10 per montlv per $1,000 insurance, after being totally 
disabled for six consecutive months. A few older riders pay $5 per month. In cither 
instance, disability must have conunenced before the insured reached the 60th or 
65th birthday, depending upon the insurance. USGLI policies also carry a TDIP 
provision. The amount of the monthly payment, however, differs from that paid to 
NSLI policyholders. TDIP payments do not reduce the face value of the policy. 

TDIP is not available for policies with the prefix "JLH,'' "JR" or "JS." 

Servicemen's Group Life Insurance (SGLI) 

All members of the uniformed services, including commissioned officers of the 
Public Health Service and the National Oceanic and Atmospheric Administration, 
and cadets and mid-shipmen of the four service academies', are automatically iasured 
under Servicemen's Group Life Insurance (SGLI) for $100,(XX), unless they elect in 
writing to be covered for a lesser amount or not to be coveretd at all. They also may 
purchase up to an additional $100,000 for a total of $200,000. Full-time coverage also 
is provided, under certain conditions, for (1) persons who volunteer for assignment 
to the Ready Reserve of a uniformed service, and (2) persons assigned to the Retired 
Reserve of a uniformc'd service who have completed at least 20 years of satisfactory 
serc'ice creditable for retirement purposes. 

Under certain conditions, part-time coverage is provided to members of the rc-scr\ es 
who do not qualify for full-time coverage. 
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Premiums are deducted automatically from a member's pay, or are collected from 
members on active duty or in the Ready Reserve by their uniformed service. 
Members of the Retired Reserve must submit premiums directly to the Office of 
Servicemen's Croup Life Insurance. 

Members performing full-time duly under calls or orders not limited to 30 days or 
less are covered for 120 days following separation from service with no additional 
premium during that period. This also applies to members of the Ready Reserve 
who qualify for full-time coverage. Those members who are totally disabled at 
separation retain SCU coverage up to one year or until the disability ceases to be 
total in degree, whichever occtus first, with no additional premium cost during this 
period. 

Members of the reserve who qualify for full-time coverage and who are eligible for 
assignment to or are a.ssigned to the Retired Reserve may convert their coverage to 
an individual commercial policy with any of the participating companies. As an 
alternative, they may continue their SGLI coverage after separation or release from 
their reserve obligation, provided the initial premium with identifying information 
is submitted within 120 days of release to the Office of Servicemen's Croup Life 
Insurance, 213 Washington St., Newark, N.j. 07102. If the initial premium is not 
submitted within the 120 days, coverage may be granted, provided an application — 
SCLV 8713, Evidence of Insurability — and the initial premium are submitted to 
OSCLI within one year after the member's SCLl coverage is terminated. 

Veterans’ Group Life Insurance (VGLI) 

SCU may be converted to renewable five-year term coverage known as VCU 
(Veterans' Croup Ufe Insurance). This program is administered by OSCLI (Office of 
Servicemen's Croup Life Insurance), 213 Washington St., Newark, N.J., 07102, and is 
supervised by the Department of Veterans Affairs. Coverage may be obtained in 
increments of $10,000 up to a maximum of $200,000, but not more than the amount 
of SCLI that the member had in force at the time of separabon from military ser\'ice. 
VCLI is available to; 

(a) Individuals being released from active duty after Aug, 1, 1974. 

(b) Reservists who, while performing active duty or inactive duty for training for a 
period of less than 31 days, suffer a disability which renders them uninsurable at 
standard premium rates. 

(c) Mem^rs of the Individual Ready Reserve and Inactive National Cuard. 

Members on active duty entitled to SCLI coverage can convert to VCLI by submit- 
ting the premium within 120 days of separating from active duty. The insurance is 
effective on the 121st day. After 121 days, the veteran still may be granted VGLI 
provided initial premium and evidence of insurability are submitted within one year 
after the veteran's SCLI coverage is tenninated. Insurance will be effective the day 
the premium is received in the office of SGLI. Members with full-time SCLI 
coverage who are totally disabled at the time of separation and whose service makes 
them eligible for VGLI may purchase the insurance while remaining totally disabled 
up to one year following separation. The effective date of VGLI will be at the end of 
the one-year period following separation or the date the disability ends, whichever 
is earlier, but not prior to 120 days after separation. Members insured under part- 
time SGLI coverage who incur a disability or aggravate a pre-existing disability 
during a reserve active or inactive period can apply for VGLI within the 120-day 
period following the peried during which the clisability was incurred or aggravated. 

Totally disabled members must submit proof of disabiUty with an application and 
the first premium. As persons separate from active duty, re-enlist and effect other 
changes in duty status, they may be eligible for both SGLI and VGLI. Any former 
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member insured under VCU who may again become eligible for SCLI is automati- 
cally insured under the SCU program. Both plans can participated in if it is 
advantageous to the individu^ as loi^ as the combined amount of SGLl and VCLl 
does not exceed $200,000. 

A VCU policyholder has the right to convert to an individual commercial policy at 
standard premium rates, regardless of health, with any of the participating 
companies licensed to do business in the veteran's state. The individual policy will 
be effective the date after the insured's VCU terminates at the end of any five-year 
period. The Office of SCLI will advise the insured of the impeiKling date of 
termination and give information regarding the conversion of VCU to an indi- 
vidual policy. 

Individuals who remain in the Irvlividual Ready Reserve or Inactive National Cuard 
throughout their period of VCLI coverage can renew their VCU for additional five- 
year periods instead of converting to an individual policy. They can still convert at 
the eM of subsequent periods of coverage. Veterans wanting further information 
may contact their nearest VA office, or write to or call the Office of Servicemen's 
Croup Life InsurarKe at 1-800-419-1473. 

Veterans Mortgage Life Insurance (VMLI) 

The maximum amount of mortgage life insurance available for those who have been 
granted or will be granted a specially adapted housing grant is $90,000. Protection is 
automatic unless eligible veterans decline in writing or fail to respond to a final 
request for information on which their premium can be based. Premiums are 
automatically deducted from VA benefit payments or paid direct, if the veteran does 
rK>t draw compensation, and will continue until the mortgage, up to the maximum 
amount of insurance, has been liquidated, or the home is sold, or until the coverage 
terminates when the veteran reaches age 70, or dies. If a mortgage is disposed of 
through liquidation or sale of the property, VMLI may be obUdned on the mortgage 
of a second or subsequent home. 
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Small and Disadvantaged Business Utilization 

VA has an Office of SmaU and Disadvantaged Business Utilization (OSDBU) to assist 
small businesses to contract with and sell to the department OSDBU provides 
information to large and small firms interested in doing business with VA. Like 
other federal purchasers, VA is required to place a fair portion of its contracts and 
purchases with small and disadvantaged businesses. VA also promotes business 
with veterans by requiring VA contracting offices to iiaclude veteraivowned 
contractors in mailings to solicit bids. These businesses are identified from the 
Procurement Automated Source System (PASS) maintained by the SBA. For more 
mformation, write to OSDBU (005SB) at the Department of Veterans Affairs, 810 
Vermont Ave., N.W., Washington, D.C. 20420. 

Special Groups with Veterans Benefits 

A number of groups who have provided military-related service to the United States 
have been granted VA benefits. For the service to qualify, the Defense Secretary 
must certify that the group has provided active military service. Individual 
members must be issued a discharge by the Defense Secretary to qualify for VA 
benefits. Service in the following groups has been certified as active military service 
for benefits purposes: 

1. Women's Air Forces Service Pilots (WASPs). 

2. Signal Corps Female Telephone Operators Unit of World War 1. 

3. Engineer Field Clerks. 

4. Women's Army Auxiliary Corps (WAAQ. 

5. Quartermaster Corps female clerical employees sen'ing with the AEF (American 
Expeditionary Forces) in World War I. 

6. Civilian Employees of Pacific Naval Air Bases who actively participated in 
defense of Wake Island during World War II. . 

7. Reconstruction aides and dietitians in World War 1. 

8. Male civilian ferry pilots. 

9. Wake Island defenders from Guam. 

10. Civilian personnel assigned to the secret intelligerKe element of the OSS. 

11. Guam Combat Patrol. 

12. Quartermaster Corps Keswick crew on Corregidor (WWIl). 

13. U.S. civilian volunteers who actively participated in the defense of Bataan. 

14. U.S. merchant seamen who served on blockships in support of Operation 
Mulberry. 

15. American merchant marines in oceangoing service during the period of armed 
conflict, Dec. 7, 1941, to Aug. 15, 1945. 

16. Civilian Navy IFF technicians who served in the combat areas of the Pacific 
during World War II, Dec. 7, 1941, to Aug. 15, 1945. 

17. U.S. civilians of the American Field Service who served overseas in World War 1 
between Aug. 31, 1917, and Jan. 1, 1918. 

18. U.S. civilians of the American Field Service who served overseas under U.S. 
armies and U.S. army groups in World War II between Dec. 7, 1941, and 

May 8, 1945. 

19. U.S. civilian employees of American Airlines who served overseas in a contract 
with the Air Transport Command between Dec. 14, 1941, and Aug. 14, 1945. 

20. Civilian crewmen of U.S. Coast arid Geodetic Survey vessels who served in areas 
of immediate military hazard while conducting cooperative operations with and for 
the U.S. Armed Forces between Dec. 7, 1941, aixl Aug. 15, 1945. 

21. Honorably discharged members of the American Volunteer Group (Hying 
Tigers) who served between Dec. 7, 1941, and July 18, 1942. 

22. U.S. civilian flight crew and aviation ground support employees of United Air 
Lines who served overseas in a contract with Air Transport Command 
between Dec. 14, 1941, and Aug. 14, 1945. 
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23. U.S. civilian flight crew and aviation ground support employees of Transconti- 
nental arnl Western Air Inc. (TWA), who served overseas in a contract with the Air 
Transport Command between Dec. 14, 1941, and Aug. 14, 1945. 

24. U.S. civilian flight crew and aviation ground support employees of Consolidated 
Vullee Aircraft Corp. (Consairway Division) who served overseas in a contract with 
Air Transport Command between Dec. 14, 1941, and Aug. 14, 1945. 

25. U.S. civilian flight crew and aviation ground support employees of Pan Ameri- 
can World Airways and its subsidiaries and affiliates, who served overseas in a 
contract with the Air Transport Command and Naval Air Transport Service between 
Dec. 14, 1941, and Aug. 14, 1945. 

26. Honorably discharged members of the American Volunteer Guard, Eritrea 
Service Command, between June 21, 1942, and March 31, 1943. 
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Benefits For Survivors 

Dependency and Indemnity Compensation 

Death Due to Service-Connected Disability 

Dependency and Indemnity Compensation (rMC) payments may be authorized for 
surviving spouses, unmarried children under 18, helpless children, those between 
18 and 23 if attending a VA-approved school, and low-income parents of service 
personnel or veterans who died from: (a) a disease or ir^ury incurred or aggravated 
in line of duty while on active duty or active duty for traiiring; or (b) an ir^ury 
incurred or aggravated in line of duty while on inactive duty training; or (c) a 
disability compensable by VA. Death cannot be the result of willful misconduct. 

Death Due to a Nonservice-Connected Cause 

Die payments also may be authorized for surviving spouses, urunarriod children 
under 18, helpless chil^en, aird those between 18 and 23 if attending a VA- 
approved school, of veterans who were totally service-cormected disabled at time of 
death but whose deaths were not the result of their service-connected disability, if: 
(1) the veteran was continuously rated totally disabled for a period of 10 or more 
years immediately preceding death; or (2) the veteran was so rated for a period of 
not less than five years from the date of discharge from military service. Payments 
under this provision are subject to offset by the amount received from judicial 
proceedings brought on account of the veteran's death. When death occurred after 
service, the veteran's discharge must have been under conditions other than 
dishonorable. 

Definition of Surviving Spouse 

Date of Marriage — A surviving spouse generally must have been married to the 
veteran one year or more, or for any period of time if a child was bom of the union. 

Residence with Veteran — The surviving spouse must have lived continuously 
with the veteran from the time of marriage until the veteran's death, except where 
there was a separation not due to the fault of the surviving spouse. 

Surviving Spouse Remarriage — Remarriage makes a surviving spouse ineligible 
based on the death of that veteran unless the remarriage is made void or is annulled 
by a court A surviving spouse also may be ineligible if, after the death of the 
veteran, the spouse lived with another and was held out openly to the public to be 
the spouse. 

Deemed-Valid Marriage — If she or he meets the other qualifications, a spouse who 
married a veteran without knowing that a legal impediment to the marriage existed 
may be eligible for compensation. 

Die Payments to Surviving Spouse 

All surviving spouses of veterans who died after Jan. 1, 1993, receive $769 a month. 
An additional $169 a month will supplement the basic rate if the deceased veteran 
had been entitled to receive 100 percent service-connected compensation for at least 
eight years immediately preceding death and the surv'iving spouse was married to 
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the veteran for those same eight years. For a surviving spouse entitled to DIC 
based on the veterans's death prior to Jan. 1, 1993, the amount paid will be the 
amount based on the veteran's pay grade as given in the following table: 


DIC RATE 



UonNyrato 

E-1 - E-6 

$769 

E-7 

794 

E-8 

838 

E-»* 

875 

W-1 

812 

W-2 

844 

W-3 

869 

W-4 

920 

0-1 

812 

0-2 

838 

0-3 

897 

04 

948 

0-5 

1,044 

06 

1,177 

0-7 

1,271 

o< 

1,392 

0-0 

1,492 

O10* 

1,636 

1 *Th«« riwy b« tp^cW n«MforlridM4uiiskt ti*M | 


DIC for Children or Parents 

There are additional payments for childrea The monthly DIC rates for parents 
depend upon the income of the parents ar>d whether there is only one parent, two 
parents not living together or two parents together or remarried. The income limit 
for two parents together or remarried and with spouse is $1 1,956; the limit for one 
parent or two parents not together is $8,893. 

Aid and Attendance 

Surviving spouses and parents receiving DIC may be granted a special allowance to 
pay for aid and attendance if they are patients in a nursing home or require the 
regular assistance of another person. The allowance is $195 monthly, in addition to 
the Die rate for a surviving spouse, and $197 monthly additional for a parent 
receiving DIC. 

Housebound 

Surviving sp>ouses receiving DIC who are not so disabled as to require the regular 
aid and attendance of another person but who, due to disability, are permanently 
housebound may be granted an additional special allowatKe of $95 a month. 

Restored Entitlement Program for Survivors 

Certain survivors of veterans who died of service-connected causes incurred or 
aggravated prior to Aug. 13, 1981, are eligible for benehts. The benefits are similar 
to the benefits for students and surviving spouses with children between ages 16 
and 18 which were eliminated from Social Security benefits. The benefits are 
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payable in addition to any other benefits to which the family may is entitled. The 
amount of benefits is based on information from the Social Security Administration. 

Death Compensation Relating to Deaths 
Before Jan. 1, 1957 

Death compensation payments are authorized for surviving spouses, helpless 
children, arKi dependent parents of serc’icepersons or veterans who died before Jan. 
1, 1957, from a service-connected cause not the result of willful misconduct. 
Sur\'ivors with eligibility for death compensation benefits may elect instead to 
receive DIC benefits. Generally the DIG benefits will pay greater rates, especially for 
surc’iving spouses and children. More specific informabon about death compensa- 
tion benefits may be obtairted from the nearest VA regional office. If a survivor has 
eligibility for both death compensation and DIC, the VA office processing the claim 
will notify the survivor about the dual entitlement. 

Nonservlce-Connected Death Pension 

Surviving spouses and unmarried children under age 18, or until age 23 if attending 
a VA-approved school, of deceased veterans with wartime service may be eligible 
for a nonscrvice-connected pension ba.sed on need. Pension is not payable to those 
with estates large enough to provide maintenance. 

The veteran must have been discharged under conditions other than dishonorable 
and must have had 90 days or more of active nulitary service, at least one day of 
which was during a period of war, or a service<onnected disability justifying 
discharge for disability. If the veteran died in service not in line of duty, benefits 
may be payable if the veteran had completed at least two years of honorable service. 

Children who became permanently incapable of self-support because of a disability 
before reaching age 18 may be eligible for a pension as long as the condition exists, 
unless the child marries or the child's income exceeds the applicable limit. 

A surviving spouse who is a patient in a nursing home, is in need of the regular aid 
and attendance of another person or is permanently housebound may be entitled to 
higher income limitations or additioruil benefits, depending upon the type of 
pension received. 

Definition of Sun/iving Spouse 

Date of Marriage — The spouse must have married the veteran at least one year 
prior to the veteran's death, unless a child resulted from the union. 

Residence with Veteran — The spou,se must have lived continuously with the 
veteran ft-om the time of marriage until the veteran’s death, unless there was a 
separation not due to the fault of the surv iving spouse. 

Remarriage — Remarriage following the death of the veteran makes the survicing 
spouse ineligible for pension unless the remarriage is made void or is annulled by a 
court. A surviving spouse also may be ineligible if after the death of the veteran the 
spouse lived with another and was held out openly to the public to be the spiouse. 

Deemed-Val id Marriages — A spouse may be ebgible for pension if married to the 
veteran without knowng that a legal impediment to the marriage existed. 
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Benefits 

The Improved Pension program provides a monthly payment to bring an eligible 
person's income to a support level established by law. The payment is reduced by 
the annual income from other sources such as Social Security that may be payable to 
either the surviving spouse or dependent children. Countable income may be 
reduced by medic^ expenses. Pension is not payable to those who have assets that 
can be us^ to provide adequate maintenance. 


Improved Pension 


ftodpiMil 

Aimtiti IncofTM 

Surviving spouse with no dependent children 

$5,239 

Surviving spouse with one dependent child 

$6,863 

Surviving spouse in need of regular aid and 
attendance with no dependent child 

$6,380 

Surviving spouse in need of regular aid and 
attendance with one dependent child 

$10,000 

Surviving spouse permanently housebound 
with no dependent child 

$6,406 

Surviving spouse permanently housebound 
with one dependent child 

$8,026 

Increase for each additional dependent child 

$1 ,330 

Pension rates for each surviving child 

$1,330 


Montgomery Gl Bill (Active Duty) Death Benefit 

VA will pay a special death benefit to a designated survivor if the servicepcrson’s 
death is in service or is service-connected and within one year after discharge or 
release. The deceased must have been a participant in the Montgomery Cl Bill 
program. The death benefit also will be paid if the serviceperson would have been 
eligible to participate but for the high-school diploma requirement and the length- 
of-service requirement. The amount paid will be equal to the participant's actual 
military pay reduction less any education benefits paid. 

Survivors' and Dependents’ Education 

Eligibility 

Educational assistance benefits are available to spouses and children of: 

(a) Veterans who died or are permanently and totally disabled as the result of a 
disability arising from active service in the Armed Forces. 

(b) Veterans who died from any cause while rated permanently and totally disabled 
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from service<onn«cted disability. 

(c) Servicepersons currently missing in action or captured in line of 
duty by a hostile force. 

(d) Servicepersons presently detained or interned in line of duty by a 
foreign government or power. 

Education and Training Available 

Benehls may be awarded for pursuit of associate, bachelor or graduate degrees at 
colleges and universities — including independent study, cooperative training and 
study abroad programs. Courses leading to a certificate or diplotru from business, 
technical or vocational schools may be taken. Benefits may be awarded for 
apprenticeships, oivjob training programs and farm ccxrperative courses. Benefits 
for correspondence courses are available to spouses only. Secondary-school 
programs may be pursued if the individual is tvrt a high-school graduate. An 
individual with a deficiency in a subject may receive tutorial assistance berrefits if 
enrolled half-time or more. Remedial, dcficierrcy and refresher training also rtuay be 
available. 

Special Benefits 

An eligible child over age 14 with a physical or mental disability that impairs 
pursuit of an educatioruil program may receive special restorative baining to lessen 
or overcome that impairment. TWs training may include speech and voice correc- 
tion, language retraining lip reading auditory framing Braille reading and writing 
and similar programs. Specialized vocational training also is available to an eligible 
spouse or child over age 14 who is hairdicapped by a physical or mental disability 
that prevents pursuit of an educational program. 

Counseling Services 

VA will provide ccnmseling services to help an eligible dependent select an 
educational or vocatiorral ot^ective, develop a plan to achieve it, and overcome any 
problems interfering with successful completion. 

Payments 

Payments are made monthly. The full-time rate is $404 a month for full-time school 
attendaiKe, with lesser amounts for part-time trairring. A person may receive 
educational assistance for full-time training for up to 45 months or the equivalent in 
part-time training. 

Period of Eligibility 

Benefits to a spouse end 10 years from the date VA first finds the individual eligible. 
VA may grant an extension of this period if a physical or mental disability prevented 
the individual from using some portion of the education benefits. The disability 
must occur during the individu^'s 10-year period of eligibility. Children generally 
must be between the ages of 18 and 26 to receive education benefits. Extensions may 
be granted, including those for time the child spends on active military duty. No 
extension can go beyond the individual's 31st birthday. 

Work-Study 

To receive work-study benefits, participants must train at the three-quarter or full- 
time rate. Payments may be at the federal nunimum wage or, if greater, the hourly 
minimum wage of the state where the services are performed. Work-study may 
include outreach services under the supervision of a VA employee, preparing and 
processing VA paperwork, working at a VA medical faciUty or performing other 
approved activities. 
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Educational Loans 

Loans are available to spouses who qualify for Survivors' and Dependents' 
Educational Assistance benefits. Spouses who have passed their lO-y ear period of 
eligibility and who have remaining entitlement may be eligible for an educational 
loan. E>uring the first two years after the end of their eligibility p>eriod they may 
borrow up to $2,500 per academic year to continue a full-time course leading to a 
college degree or to a professional or vocational objective which requires at least six 
months to complete. VA may waive the six-month requiremenL The loan program 
is based on financial need. 

Home Loan Guaranties 

A Cl loan guaranty to acquire a home may be available to an unremarried spouse of 
a veteran or serviceperson who served after Sept. 16, 1940, and who died as a result 
of service-connected disabilities, or to a spouse of a serviccp>erson who has been 
officially listed as missing in action or as a prisoner of war for more than 90 days. 
Spouses of those listed as POW or MIA are limited to one loan. 
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Burial Benefits 

Burial in National Cemeteries 

Benefit 

Burial benefits in a VA national cemetery include the gravesite, opening and closing 
of the grave, and perpetual care. Many national cemeteries have columbaria for the 
inurnment of cremated remains or special gravesites for the burial of cremated 
remains. Headstones and markers and their placement are provided at the 
government's expense. For a list of available cemeteries, see the "VA Facilities" 
section in the back of this book. 

Eligibility 

Veterans and armed forces members who die on active duly are eligible for burial in 
one of VA's 1 14 national cemeteries. An eligible veteran must have been discharged 
or separated from active duty under conditions other than dishonorable and have 
completed the required period of service. A U5. citizen who served in the armed 
forces of a government ^ied with the United Slates in a war also may be eligible. 
Spouses and dependent, minor children of eligible veterans and of armed forces 
members also may be buried in a rutional cemetery. 

A surviving spouse of an eligible veteran who married a nonveteran prior to Oct. 31, 
1990, and whose remarriage was terminated by death or divorce prior to or on that 
date is eligible for burial in a national cemetery. A surviving spouse of an eligible 
veteran who married a nonveleran prior to Oct. 31, 1990, and whose remarriage was 
stiU intact on or after that date, however, is not eligible for burial in a national 
cemetery. A surviving spouse who marries a nonveteran after Oct. 31, 1990, is not 
eligible for burial in a national cemetery. 

Gravesites in national cemeteries cannot be reserved. Funeral directors or others 
making burial arrangements must apply at the time of death. Reservations made 
under previous programs are honored. The National Cemetery System normally 
does not conduct burials on weekends. A weekend caller, however, will be directed 
to one of three strategically located VA cemetery offices that remain open during 
weekends to schedule burials at the cemetery of the caller's choice during the 
upcoming week. 

Arlington National Cemetery 

Arlington National Cemetery, which is under the jurisdiction of the Army, has a 
more limited eligibility than other national cemeteries. Eligibility for inurnment of 
cremated remains in Arlington's columbarium is the same its eligibility for burial in 
VA national cemeteries. For information on Arlington burials, write to Superinten- 
dent, Arlington National Cemetery, Arlington, VA 22211, or telephone 703-695-3250. 

Interior Department, State Veteran Cemeteries 

Eligibility criteria similar to VA national cemetery eligibility apply to the two active 
national cemeteries administered by the Department of the Interior — Andersonville 
National Cemetery in Georgia and Andrew Johnson National Cemetery in Tennes- 
see. Cemeteries for veterans are operated by many states. For burials in these 


36 



251 


cemeteries, contact the Interior Department or the applicable state. 

Headstones and Markers 

Benefit 

VA provides headstones and markers for the graves of veterans anywhere in the 
world and for eligible dependents of veterans buried in national, state veteran or 
federal cemeteries. Flat bronze, flat granite, flat marble and upright marble types 
are available to mark the grave of a veteran or dependent in the style consistent with 
existing monuments at the place of burial. Niche ^arkers also are available to mark 
columbaria used for the inurnment of cremated remains. 

Headstones and markers are inscribed with the name of the deceased, the years of 
birth and death, and branch of service. Optional items that also may be inscribed at 
VA expense are: military grade, rank or rate; war service (such as 'World War II'); 
months and days of birth and death; an emblem reflecting one's beliefs; valor 
awards received; and the Purple Heart. Additional items may be irtscribed at 
private expense. 

When burial is in a natioruil cemetery, military post or state veterans cemetery, the 
headstone or marker is ordered through the cemetery, which will place it on the 
grave. Information regarding style, inscription, shipping and placement can be 
obtained from the cemetery. 

When burial occurs in a cemetery other than a national cemetery or a state veterans 
cemetery, the headstone or marker must be applied for from VA. It is shipped at 
government expense to the consignee designated on the application. VA, however, 
does not pay the cost of placing the headstone or marker on the grave. To apply, 
complete VA Form 40-1330 and forward it to Director, Office of Memorial Programs 
(403A), National Cemetery System, Department of Veterans Affairs, Washington, 

DC 20420. Forms and assistance are available at VA regional offices. For informa- 
tion regarding the status of an application, write to the Director, Office of Memorial 
Programs (403B3), or caU l-800<97-6947. 

Eligibility 

Eligibility for a VA headstone or marker is the same as for burial in a national 
cemetery. VA cannot issue a headstone or marker for a spouse or dependent buried 
in a private cemetery. Twenty-year reservists without active-duty service are 
eligible for a headstone or grave marker, if they are entitled to mUitary retired pay at 
the time of death. 

Headstones or Markers for Memorial Plots 

Benefit 

To memorialize an eligible veteran whose remains are not available for burial, VA 
will provide a plot and headstone or marker in a national cemetery. The headstone 
or marker is the same as that used to identify a grave except that the mandatory 
phrase "In Memory of' precedes the authorized inscription. The plot and headstone 
or marker are available to memorialize eligible veterans or deceas^ active-duty 
members whose remains were not recovered or identified, were buried at sea, 
donated to science, or aemaled and scattered. The memorial marker may be 
provided for placement in a cemetery at other than a national cemetery. In such a 
case, VA supplies the marker and pays the cost of shipping the marker to the 
consignee designated on the application, but does not pay for the cost of the plot or 
the placement of the marker. 
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Eligibility 

Eligibility for memorial plots and headstones or markers is the same as eligibility for 
burial in a national cemetery. Only a dose relative recognized as the rrext of kin may 
apply for the benefit. For more information, contact a nabonal cemetery or a VA 
regional office. 

Presidential Memorial Certificates 

Benefit 

The Presidential Memorial Certificate is a parchment certificate with a calligraphic 
inscription expressing the nation's grateful recognition of the veteran's service. The 
veteran's name is irtscribed and the certificate bears the signature of the President. 

Eligibility 

Certificates are issued in the name of hoitorably discharged, deceased veterans. 
Eligible redpients indude next of kin, other relatives and fnends. The award of a 
certificate to one eligible redpient does not preclude certificates to other eligible 
recipients. The veteran may have died at any time in the past. The local VA 
regional office generally originates the application for a Presidential Memorial 
Certificate if a veteran's death is brought to offidal attention. The itext of kin may 
recjuest a certificate when a servicemember dies on active duty, or if the veteran was 
rwt receiving a VA benefit. Requests should be accompanied by a copy of a 
document such as a discharge to establish hoiK>rabIe service. VA regional offices 
can assist in applying for certificates. Requests for certificates recogrtizing service 
prior to July 16, 1903, should be sent to tfi VA Regiorul Office, 941 N. Capitol St., 
N.E., Washington, DC 20421. 

Burial Flags 

VA provides an American flag to drape the casket of a veteran who was discharged 
under conditions other than dishorK>rabie and to a person entitled to retired military 
pay, itKluding reservists. After the funeral service, the flag may be given to the next 
of kin or a close associate of the deceased. VA also will issue a flag on behalf of a 
servicemember who was missing in action and later presumed dead. Flags are 
issued at VA regional offices, VA national cemeteries and most local post offices. 

Reimbursement of Burial Expenses 

VA will pay a burial allowance up to S1,S00 if the veteran’s death is service- 
connected. VA also will pay the cost of transporting the remains of a service- 
disabled veteran to the lutional cemetery nearest the home of the deceased that has 
available gravesites. In such cases, the person who bore the veteran's burial 
expenses may claim reimbursement from VA. 

VA will pay a $300 burial and funeral expense allowance for veterans who, at time 
of death, were entitled to receive pension or compensation or would have been 
entitled to compensation but for receipt of nulitary retirement pay. Eligibility also is 
established when death occurs in a VA facility or a nursing home with which VA 
contracted. Additional costs of transportation of the remains may be reimbursed in 
those cases. Concerning service-connected deaths, there is no time limit for fibng 
reimbursement claiirts. In other deaths, claims must be filed within two years after 
permanent burial or cremation. 

VA will pay a $150 burial allowaiKe when the veteran is r>ot buried in a cemetery 
that is under U.S. government jurisdiction if the veteran is discharged from active 
duty because of disability incurred or aggravated in line of duty or if the veteran 
was in receipt of compensation or pereion or would have been in receipt of 
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compensation but for receipt of military retired pay, or if the veteran died while 
hospitalized by VA. As of Nov. 1, 1990, the plot allowance is no longer payable 
based solely on wartime service. If the veteran is buried without charge for the cost 
of a plot or interment in a state-owned cemetery reserved solely for veteran burials, 
the $150 plot allowance may be paid to the state. If burial expenses were paid by the 
deceased’s employer or a state agency, the burial allowance will not be reimbursed 
to those making interment arrangements. 
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Health Care Benefits 

Hospital and Nursing-Home Care 

Digibility for VA hospital care and nursing-home care is divided into two catego- 
ries: "mandatory" and "discretionary." VA must provide hospital care and may 
provide nursing-home care to veterans in the mandatory category. VA may provide 
hospital and nursing-home care to veterans in the discretionary category if space 
and resources are available in VA facilities. VA makes an income assessment to 
determine whether a nonservice<onnected veteran is eligible for cost-free VA 
medical care. These itKome levels are adjusted on ]an. 1 of each year, based on the 
percentage of increase provided to VA improved-pension benefits. 

The law requires that VA must provide hospital care to veterans in the mandatory 
category at the nearest VA facility capable of furnishing the care in a timely fashion. 
If no VA facility is available, care must be funushed in a Defense Department facility 
or another facility with which VA has a sharing or contractual relationship. If space 
and resources at VA hospitals aivl nursing homes are available after caring for 
service-connected veterans, then VA may furnish care to those in the discretionary 
category. Veterans in the discretionary category must agree to pay VA for their care. 

Veterans who must be provided hospital care and may be provided nursing-home 
care and who are not subject to an income eligibility assessment are: veterans with 
service-coimected disabilities, veterans who were exposed to herbicides while 
serving in Vietnam, veterans exposed to ionizing radiation during atmospheric 
testing or in the occupation of Hiroshima and Nagasaki, veterans for a condition 
related to service in the Persian Gulf, former prisoners of war, veterans on VA 
per\sion, veterans of the Mexican Border period or World War I and veterans eligible 
for Medicaid. The following income eligibility assessment applies to all other 
nonservice-connected veterans: 

MANDATORY: Veterans must be provided hospital care if the patient is a 
nonservice-cormected veteran with income of $19,912 or less if single with no 
dependents, or $23,896 or less if married or single with one dependent. The income 
maximum is raised $1,330 for each additional dep>endenl. Hospital care in VA 
facilities must be provided to veterans in the ma^atory category. Nursing-home 
care may be provided in VA facilities, if space and resources are available. 

DISCRETIONARY: Veterans may be provided hospital care if the p>atient is a 
nonservice-connected veteran and income is above $19,912 if single with no 
dependents, or $23,896 if married or single with one dependent, plus $1,330 for each 
additional dependent The patient must agree to pay an amount equal to what 
would have been paid under Medicare. The Medicare deductible currently is $696 
and is adjusted annually. VA may provide hospital, outpatient and nursing-home 
care in VA facilities to veterans in the discretiorvary category, if space and resources 
are available. 

If the patient's medical care is considered discretionary, VA holds the patient 
respjonsible for the cost of care up to $696 for the first 90 days of care during any 
365-day p>eriod. For each additional 90 days of hospital care, the patient is charged 
half the Medicare deductible. For each 90 days of nursing-home care, an amount 
equal to the Medicare deductible is charged. In addition to these charges, the 
patient will be charged $10 p>er day for hospital care and $5 a day for nursing-home 
care. 
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How Income Is Assessed 

The patient's total income under the eligibility assessment includes Social Security, 
U.S. Civil Service retirement, U.S. Railroad Retirement, military retirement, 
unemployment insurance, any other retirement irKome, total wages from all 
employers, interest aivi dividerrds, workers' compensation, black lung benefits and 
any other gross income for the calerKiar year prior to application for care. 'The 
income of spouse and dependents as well as the market value of stocks, boivls, 
notes, individual retirement accounts, bai^ deposits, savings accounts and cash also 
are used. Debts are subtracted from the patient's assets to determine net worth. The 
patient's primary residence and personal property are excluded. The patient must 
fill out VA Form lO-lOf, Firumci^ Worksheet, at the time care is requested. VA has 
the authority to compare information provided by the veteran with information 
obtained from the D^artment of Health and Human Services and the Internal 
Revenue Service. 

Billing Insurance Conpanies 

All veterans applying for medical care at a VA facility wiU be asked if they have 
medical insurance. VA is authorized by taw to bill insurance companies for the cost 
of medical care funtished to veterans, irKluding service-cormected veterarrs, for 
nonservice-connected conditions covered by health insurance policies. A veteran 
may be covered by such a policy or be covn-ed as an eligible dependent on a 
spouse's policy. Veterans are not responsible and will not be charged by VA for any 
charge requir^ by their health-insurance policies. Veterans will not be responsible 
for uttcovered charges fiom the insurance company, except for copayments required 
by federal law. 

Nursing-Home Care 

Benefit 

Skilled nursing care and related medical care in VA or private nursing homes is 
provided for convalescents or persons who are not acutely ill and rtot in need of 
hospital care. 

Eligibility 

Admission or transfer to VA nursing-home care is the same as for hospital care. 
Veterans who have a service<onnected disability are given first priority. Direct 
admission to private nursing homes at VA expense is limited to; (1) a veteran who 
requires nursing care for a service-cormected disability after medical determination 
by VA, (2) any person in an Armed Forces hospital who requires a protracted 
period of nursing care and who will become a veteran upon discharge from the 
Armed Forces, and (3) a veteran who had been discharged from a VA medical 
center and is receiving home health services from a VA medical center. VA may 
transfer veterans who need nursing-home care to private nursing homes at VA . 
expense from VA medical centers, nursing homes or domidliaries. VA-authorized 
care normally may not be provided in excess of six months, except for veterans 
whose need for nursing-home care is for a scrvice-coruiected disability or for 
veterans who were hospitalized primarily for treatment of a service-connected 
disability. Nursing-home care may be authorized for nonservice-cormected veterans 
whose income exceeds the income limit for hospital care if the veteran agrees to pay 
the applicable copayment. 

Domiciliary Care 

Domiciliary care provides rehabilitative and long-term, health-maintenance care for 
veterans who require minimal medical care but who do not need the skilled nursing 
services provided in nursing homes. VA provides domiciliary care to veterans 
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whose annua] income does not exceed the maximum annual rale of VA pension and 
to veterans the Secretary of Veterans Affairs determines have no adequate means of 
support. 

Outpatient Medical Treatment 

Benefit 

Outpatient medical treatment includes medical examinations and related medical 
services, drugs and medicines, rehabilitation services, and mental health services. 

As part of outpatient medical treatment, veterans may be eligible for home health 
services for the treatment of disabilities. 

Eligibility 

1. VA must furnish outpatient care without limitation to: 

• Veterans for service-connected disabilities. 

• Veterans with a SO percent or more service-connected disability, for any 
disability. 

• Veterans who have suffered an injury as a result of VA hosprilalizalion, for that 
condition only. 

2. VA must furnish outpatient care for any condition to prevent the need for 
hospitalization, to prepare for hospitalization or to complete treatment after hospital 
care, nursing-home care or domiciliary care to: 

• 30-40 percent service-connected disaUed veterans. 

• Veterans whose annual income is not greater than the maximum annual 
pension rate of a veteran in need of regular aid and attendance. 

3. VA may furnish outpatient care without limitation to; 

• Veterans in a VA-approved vocational rehabilitation program. 

• Former prisoners of war. 

• World War I or Mexican Border Period veterans. 

• Veterans who receive increased pension or compensabon based on the need for 
regular aid and attendance of another person, or who are permanently housebound. 

4. VA may furnish outpatient care to prevent the need for hospitalization, to 
prepare for hospitalization, or for a condition for which the veteran was hospitalized 
to; 

• 0-20 percent service<onnected disabled veterans. 

• Veterans exposed to a toxic substance during service in Vietnam; or to ionizing 
radiation following the detonation of a nuclear device; or to environmental 
contaminants in the Persian Gulf Theater, for conditions related to such exposures. 

• Mandatory category veterans whose income is more than the pension rate of a 
veteran in need of regular aid and attendance. 

• Discretionary category veterans, subject to a copiaymenl of $36 per outpatient 
.visit. 

• Allied beneficiaries, beneficiaries of other federal agencies and certain other 
nonveterans. 

5. Couiweling for Women Veterans. Counseling is provided to any woman veteran 
who requires it to overcome psychological trauma resulting from physical assault, 
battery of a sexual nature or sexual harassment during active duty. The counseling 
is provided at VA medical centers and Vet Centers. 

Outpatient Pharmacy Services 

Veterans receiving medication for treatment of service-connected conditions and 
veterans rated with 50 percent or more service-connected disability are not charged 
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for pharmacy services. Veterans whose annual income does not exceed the mavi- 
mum VA pension are not charged. Veterans with a service<onnected conditi.'ii 
rated less than 50 percent receiving medkabort on an outpatient basis from V A 
facilities for the treatment of nonser\ice-connected disabilities or ailments arc 
charged $2 for each 30-day supply or less. 

Outpatient Dental Treatment 

Outpatient dental treatment may include examinations and the full spectrum of 
diagnostic, surgical, restorative and prevenbve techniques. 

(a) Dental condibons or disabilibes that are service connected and compensable in 
degree will be treated. 

(b) Service-connected dental condibons or disabilibes that are not compensaWo in 
degree may receive one-time treatment if the condibons can be .hown to have 
existed at discharge or within 180 da)? of release from acbve service. Veterans who 
served on acbve duty for 90 days or more during the Persian Gulf War are included 
in this category. Veterans must apply to VA for care for the service-connected 
dental con^bon within 90 days following separabon. Veterans will not be 
considered eligible if their separabon document indicates that necessary trc.i'.menl 
was completed by military dentists during the 90 days prior to separabon. 

(c) Service-connected, noncompensable, dental condibons resulbng from con\bat 
wounds or service injuries, and service-connected, noncompensable, dental 
conditions of former prisoners of war who were mcarcerat^ less than 90 days may 
be treated. 

(d) Veterans who were prisoners of war for more than 90 days can receive con»plete 
dental care. 

(e) Veterans can receive complete dental care if they are receiving disability 
compensabon at the 100-percenl rate for service<onnected condibons or are eligible 
to receive it by reason of unemployability. 

(f) Nonservice-connected dental condibons that are determined by VA to be 
associated with an aggravated, service-connected medical problem can be tre.ited. 

(g) Disabled veterans parbeipabng in a vocational rehabilitation program will be 
treated. 

(h) Veterans can be treated for nonserxice-connected dental conditions or dis.ibili- 
ties when treatment was begun while in a VA medical center, when it is profession- 
ally determined to be reasonably necessary to complete such dental treatment on an 
outpatient basis. 

(i) Veterans scheduled for admission to inpatient services or who are receiving 
medical services can be provided outpatient dental care if the dental condition is 
professionally determined to be complicating a medical condition currently under 
treatment by VA. 

Nonservice-connected veterans who are authorized outpatient dental care may be 
billed the appbcable copayment if their income exceeds the maximum Ihreshi’ld. 

Persian Gulf, Agent Orange and Ionizing Radiation 

Registry Examination Programs 

Under the auspices of VA's Persian Gulf, Agent Orange and Ionizing Radiation 
Registries, veterans who served in the Persian Gulf War or who claim exposure to 
Agent Orange or atomic radiation are provided with free, comprehensive mixlieal 
examinations, including base-line laboratory tests and other tests determinr'd 
necessary by an examining physician to determine current health status. Results of 
the examinations, which include completion of a questionnaire about the veteran's 
military service and exposure history, are entered into special, computerized 
programs maintained by VA. These data bases assist VA in analyzing the IVTvs of 
health conditions being reported by veterans. Registry participants are advi.s^-d of 
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the results of their examinations by personal consultation. Each registry serves as an 
outreach mechanism which assists VA in providing participants with significant 
information of concern to them. Veterans wilting to particif>ate should contact the 
nearest VA health-care facility to request an examinatioa Appointments generally 
can be arranged within two to three weeks. 

Agent Orange, Nuclear Radiation and Environmental 
Contamination Treatment 

VA provides priority treatment to any Vielnam-Era veteran who, while serving in 
Vietnam, may have been exposed to dioxin or to a toxic substance in a herbicide or 
defoliant used for military purposes. Priority health<are services are available for 
any veteran exposed to ionizing radiation from the detoivation of a nuclear device in 
connection wifo nuclear tests or with the American occupation of Hiroshima and 
Nagasaki, Japaiv during the period beginning Sept. 11, 1945, and ending July 1, 

1946. Treatment was authorized through June 30, 1994, for veterans exposed to 
Agent Orange or nuclear radiation. VA also provides priority treatment to any 
Persian Gulf veteran who requires treatment for a eolation medically determined 
to be possibly related to service in the Persian Gulf area. 

Beneficiary Travei 

Payment or reimbursement for fa-avd costs to receive VA medical care, called 
benefidary travel payment, may be made to the following: 

(a) Veterans whoM service-connected disabilities are rat^ at 30 percent or more. 

(b) Veterarw who are traveling in connection with treatment of a service-connected 
condition. 

(c) Veterans who are in receipt of VA person. 

(d) Veterans traveling in connection with a compensation and pension examination. 

(e) Veterans whose income is less than or equal to the maximum base VA pension 
rate. 

(f) Veterans whose medical condition requires use of a spedal mcxle of bansporta- 
tion, if the veteran is unable to defray the costs and travel is pre-authorized — 
unless the medical condition is a medical emergency. 

Travel is subject to a deductible of $3 for each one-way trip — with an $18 per 
month cap. Two exceptiotts to this rule are travel for a compensation and pension 
examination and travel by spedal modes of transportation. 

Counseling for Persian Gulf Veterans 

Marital and family counseling is provided to veterans of the Persian Gulf War and 
their spouses and children. The counseling is provided at VA medical centers and 
Vet Centers. 

Counseling for Sexual Trauma 

Counseling may be fiirtushed to a woman veteran to overcome psychological 
trauma which, in the judgment of a mental health professional employed by VA, 
resulted from physic^ as»ult of a sexual nature, battery of a sexual nature, or 
sexual harassment which occurred while serving on active duty. 

Alcohol and Drug Dependence Treatment 

Veterans without service-connected disabilities whose incomes exceed the threshold 
for free medical care may be authorized treatment for alcohol and drug dependence 
only if the veteran agrees to pay the applicable copayment. After hospitalization for 
alcohol or drug treatment, veterans may be eligible for outpatient care or may be 
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authorized to contimie treatment or rehabilitation at VA expense in private facilities 
such as halfway houses. 

Prosthetic Services 

Veteraie may apply for prosthetic services to treat any condition when receiving 
hospital, domiciliary or nursing-home care in a VA facility. Veterans who meet the 
basic requirements for outpatient medical treatment may be provided needed 
prosthetic services; 

(1) For a service-connected disability or adjunct condition. 

(2) For any medical condition for a veteran with a service-connected disability rated 
at 50 percent or more or for a veteran receiving compensation as a result of 
treatment in a VA facility. 

(3) For a disability for which a veteran was discharged or released from active 
service. 

(4) For a veteran participating in a rehabilitation program under 38 USC Chapter 31 . 

(5) As part of outpatient care 'to complete treatment of a disability for which 
hospital, nursing home or donuciliary care was provided. 

(6) For a veteran in receipt of increased pension or allowance based on needing aid 
aiKl attendance or being permanently housebound. 

(7) For a veteran of World War I or ttie Mexican Border period. 

(8) For a former prisoner of war. 

Blind Aids and Services 

Veterans are eligible to receive VA aids for the blind if their blindness is a service- 
connected disability, if they are entitled to compensation from VA for any service- 
connected disability or if they are eligible for VA medical services. Veterans with 
corrected vision of 20/200 or less in the better eye or field defect of 20 degrees or less 
are considered to be blind. Blind veterans need not be receiving compensation or 
pension to be eligible for admission to a VA blind rehabilitation center or cliiuc, or to 
receive services at a VA medical center. Benefits include: 

(a) A total health and benefits review by a VA Visual Impairment Services Team 
(VIST) 

(b) Adjustment to blindness training. 

(c) Home improvements and structural alterations to homes (HISA Program). 

(d) Specially adapted housing and adaptations. 

(e) Low-vision aids aixl training in their use. 

(f) Approved electronic and mechanical aids for the blind, and their necessary 
repair and replacement. 

(g) Guide do^, including the expense of training the veteran to use the dog and the 
cost of the dog’s medical care. 

(h) Talking broks, tapes and Braille literature, provided from the Library of 
Congress. 

Readjustment Counseling 

Veterans who served on active duty during the Vietnam Era or served in the war or 
conflict zones of Lebanon, Grenada, Panama or the Persian Gulf theaters during 
periods of hostilities or war are entitled to counseling to assist in readjusting to 
civilian life. 

Counseling is provided at Vet Centers of the VA's Readjustment Counseling Service 
to help veterans resolve war-related psychological difficulties and to help them 
achieve a successful post-war readjustment to civilian life. Assistance includes 
group, individual and family counseling, community outreach and education. Vet 
Center staff help veterans fmd services from VA and norvVA sources if needed. 

One common readjustment problem is post-traumatic stress disorder, or PTSD. 
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This refers to such symptoms as nightmares, intrusive recollections or memories, 
flashbacks, anxiety or sudden reactions after exposure to traumatic conditions. 
Readjustment difficulties may affect functioning in school, family or work. Counsel- 
ing also is provided veterans for difficxilties due to sexual assault or harassment 
while on active duty. 

The location of the nearest Vet Center usually can be found in the U.S. Government 
section of the phone book under Department of Veterans Affairs. All Vet Centers are 
listed in the back of this booklet. In areas which are distant from Vet Centers or VA 
medical facilities, veterans may obtain readjustment counseling from private sector 
counselors, psychologists, social workers or other professionals who are on contract 
with VA. To locate a contract provider, contact the nearest Vet Center. 

Income Verification Matching 

Income of veterans receiving VA medical care based on income is verified with 
records maintained by the Internal Revenue Service and the Social Security 
Administration. Service-connected veterans are not subject to the verification even 
when evaluated or treated for a nonservice-connected condition. The purpose of the 
verification is to ensure proper VA medical care is administered to eligible veterans. 

Home improvements and Structural Alterations 

The Home Improvements and Structural Alterations (HISA) program helps pay for 
home improvements necessary to assume continuation of treatment or provide 
access to the home and essential lavatory and sanitary facilities. For alterations, VA 
will pay up to $4,100 for veterans being treated for a service-connected disability, 
and up to $1,200 for the nonservice-connected (Usability of a veteran receiving post- 
hospital care or a veteran rated SO percent or more disabled. 


Medical Care for Merchant Seamen 

Those Merchant Marine seamen whose World War II service qualifies them for 
veterans' benefits must present their DD-214 discharge certificate when applying for 
medical care benefits at VA medical centers. VA regional offices can provide 
information on obtaining a certificate. 


Medical Care for Allied Veterans 

VA is authorized to provide reciprocal medical care to veterans of nations allied or 
associated with the United States during World War I or World War 11. Such 
treatment is available at any VA medicsd facility but must be authorized and 
reimbursed by the foreign government. VA also is authorized to provide hospital- 
ization, outpatient and domiciliary care to former members of the armed forces of 
the governments of Czechoslovakia or Poland who participated during World Wars 
1 and II in armed conflict against an erremy of the United States, if they have been 
citizens of the United States for at least 10 years. Benefits are the same as those 
provided to U.S,- veterans. 

Medical Care for Dependents and 
Survivors (CHAMPVA) 

The VA Civilian Health and Medical Program, known as CHAMPVA, shares the 
cost of medical services and supplies obtained by eligible dependents and survivors 
of certain veterans. The following are eligible for CHAMPVA benefits, provided 
they are not eligible for medical care under CHAMPUS (Civilian Health and 
Medical Program of the Urtiformed Services) or Medicare, Part A, as a result of 
reaching age 65: 
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(a) The spouse or child of a veteran who has a permanent and total service- 
connected disability. 

(b) The surviving spouse or child of a veteran who died as a result of a service- 
connected condition; or who at the time of death was permanently and totally 
disabled from a service-connected condition. 

(c) The surviving spouse or child of a person who died while on active miLtary 
service in the line of duty. 

Beneficiaries age 65 or older who lose eligibility for CHAMPVA by becoming 
potentially eligible for Medicare, Part A, or who qualify for Medicare, Part A, 
benefits on the basis of a disability may re-establish CHAMPVA eligibility by 
submitting documentation from the Social Security Administration certifying their 
nonentitlement to or exhaustion of Medicare, Part A, benefits. Persons under age 65 
who are enrolled in both Medicare Parts A and B may become eligible for 
CHAMPVA as a secondary payer to Medicare. Apply to the CHAMPVA Center, 
4500 Cherry Creek Drive South, Denver, CO 80222, or call 1-800-733-8387. 

Homeless Veterans 

A number of VA benefits assist eligible homeless veterans, including disability 
compensation, pension, education and burial benefits. Homeless veterans also are 
provided specif assistance through many program initiatives. 

VA also continues to expand its health and rehabilitation programs for homeless 
veterans. Homeless Chronically Mentally HI Veterans programs at 50 sites provide 
comprehensive medical, psychological and rehabilitation treatment programs 
through case management and community-based residential care. Domiciliary Care 
for Homeless Veterans programs at 31 sites provide active residential rehabilitation 
services. VA has a growing number of Compensated Work Therapy /Therapeutic 
Residence group homes; special day-time, dropin centers; and Comprehertsive 
Homeless Centers. 

VA has joined with the Department of Housing and Urban Development, the Social 
Security Administration, veterans service organizations, and community nonprofit 
homeless service providers in special partnerships that help VA provide comprehen- 
sive care for homeless veterans. For information, contact the nearest VA regional 
office or medical center. 
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Women Veterans 

Women veterans are eligible for the same VA benefits as male veterans. In addition, 
VA is required to provide appropriate and dmely medical care to any eligible 
woman veteran for gender-spedfic disabilities. Women veteran coordinators have 
been designated at each VA medical center and regional office to counsel women 
veterans seeking treatment and benefits. 

VA medical centers have made structural changes or renovated areas to ensure 
privacy for women veteran patients. In addition to routine medical care, each VA 
medical facility will provide the following to eligible women veterans: complete 
physical exams that include breast and pelvic examinations; inpatient gynecology 
services; outpatient gynecology services; and referrals for necessary services that 
may not be available at that facility. 

VA also may provide counseling to overcome psychological trauma resulting from 
physical assault, battery of a sexual natiu-e or sexual harassment during active duty. 
The counseling is provided at VA medical centers and Vet Centers. 
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Overseas Benefits 

Medical Benefits 

Medical care, including prosthetic services, is provided through reimbursement to 
veterans outside of the United Slates for the treatment of at^udicated, service- 
connected disabilities and conditions related to those disabilities. Prior to treatment, 
an authorization must be obtained from the nearest American embassy or consulate. 
In Canada, veterans should contact the local office of Veterans Affairs Canada. 
Nursing-home care is not available in foreign jurisdictions. 

Other Overseas Benefits 

Virtually all VA monetary benefits — compensation, pension, educational assis- 
tance, burial allowances — are payable regardless of place of residence or national- 
ity. There are, however, some program limitations in foreign jurisdictions. Home- 
loan guaranties are available only in the United States and selected territories and 
possessions. Educational benefits are limited to approved degree-granting 
programs in institutions of higher learning. Beneficiaries residing in foreign 
countries should contact the nearest American embassy or consulate for information 
and claims assistance. In Canada, the local office of Veterans Affairs Canada should 
be contacted. 
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Other Federal Benefits 

Some benefits available to veterans and their dependents are not administered by 
the Department of Veterans Affairs. The following information describes these 
benefits and provides information on contacting the proper agency. 

Job Finding Assistance 

Stale employment offices throughout the country help veterans find jobs. Local 
veterans employment representatives provide hee job counseling, testing, training 
referral and placement services to veterans. Priority in referral to job openings and 
training opportunities is given to eligible veterans. The highest priority in referrals 
is provided to disabled veterais. Employment offices also assist veterans by 
providing information about unemployment compensatiorv job marts and on-the- 
job and apprenticeship training opportunities, in cooperation with VA regional 
offices and Vet Centers. Veterans should apply for such assistarv:e at the nearest 
state employment office. 

Servicemembers Occupational Conversion 
and Training Program 

This program is designed to assist itrdividuals being released early from military 
'ervice to obtain employment. Veterans discharged on or after Aug. 2, 1990, may be 
eligible for the program. To be eligible, the individual must be unemployed at the 
time of application and must have been unemployed for at least eight of the 15 
weeks immediately before applying, or have a primary or secondary military 
occupational specialty that is not readily transferable to the civilian workforce. Also 
eligible are separating individuals entitled to compensation for a disability rated at 
30 percent or more — or who would be but for the receipt of military retired pay. 

Th' program pays participating employers one-half of the employee's salary. The 
total amount paid to the employer may not exceed 512,000 for individuals with a 
service-connected disability rated at 30 percent or more, or 510,000 for all others. 

Some work is not reimbursable under the progranv Ineligible employment includes 
employment wh><'>’ i seasorral, intermittent or temporary; employment dependent 
pnmarily on c jmmissions; employment invedving political or religious activities; 
employment with the federal government; and employment outside of a state. 

All training programs must be certified by the Department of Veterans Affairs. For 
information, veterans and employers should contact a state employment office. 

Job Training Partnership Act 

The Job Training Partnership Act provides for a national job training program 
conducted by the Department of Labor. The Assistant Secretary for Veterans 
Employment and Training,.Labor Department, is responsible for administering a 
training p)rogram specifically for disabled, Vietnam Era and recently separated 
veterans. Veterairs should inquire about the availability of such programs at the 
nearest state employment office. Job training programs may be conducted through 
public agencies and private nonprofit organizafions. 
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Disabled Veterans Outreach Program 

Administered by the Assistant Secretary for Veterans Employment and Training of 
the Department of Labor, this program provides states with funds to locate disabled 
veterans and help them find jobs, especially veterans of the Vietnam Era. Staff 
members performing these outreach duties are usually disabled veterans themselves 
who work closely with VA, veterans organizations and other coiiununity groups. 
Most staff members are located in offices of the state employment service but some 
may be stationed in VA’s regional offices, psychological and readjustment counsel- 
ing centers, and other VA facilities. 

Reemployment Rights 

Under the Veterans' Reemployment Rights (VRR) law (Chapter 43, Title 38, U5. 
Code), a person who left a civilian job to enter active duty in the Armed Forces, 
either voluntarily or involuntarily, may be entitled to return to his or her civilian job 
after discharge or release from active duty. This law covers reemployment rights for 
those who reitdered active-duty service, initial active duty for training, active duty 
for training, or inactive duty for training. There are four recjuirements that must be 
met under the Veterans' Reemployment Rights law; 

1 . The person must have been employed in other than a temporary civilian job. 

2. The person must have left the civilian job for the purpose of entering military 
service. 

3. The person must rwt remain on active duty longer than four years, unless the 
period beyoisd four years is at the recjuest and for the convenience of the federal 
government artd the military discharge form carries this statement. Active duty 
during a period of declared national emergency, if at the request of and for the 
convenience of the federal government, does not count toward this four-year 
limitation. In some cases, the limitation may be extended to five years. 

4. The person must be discharged or released from active duty under honorable 
conditions. 

The VRR law calls for the returning veteran to be placed in the job as if the veteran 
had remained continuously employed instead of going on active duty. This means 
that the person may be entitled to benefits that are generally based on seniority, such 
as pensions, pay increases, missed promotions and missed transfers. 

The law also protects a veteran from discharge without just cause for one year from 
the date of reemployment, and a Reservist or National Guard member from 
discharge without just cause for six months after retunung from initial active duty 
for training. In addition, the law also prohibits discrimination in hiring promotion 
or other advantage of employment because of one's obligation as a member of a 
reserve or Guard unit. 

Applications for reemployment should be given verbally or in writing to a person 
who is authorized to represent the comftany for hiring purposes. A record should 
be kept of when and to whom the application was given. If there are problems in ' 
attaining reemployment, the applicant may be eligible for representation by the 
Department of Labor, if not employed by the federal government. Questions on the 
VRR law, or requests for a.ssistance in attaining reemployment, if there are problem.s, 
should be directed to the Department of Labor’s Director for Veterans' Employment 
and Training (DVET) for the state in which the employer is located. Consult 
telephone directories under Department of Labor for the telephone number of DVET 
or call 1-800-442-2838 for the appropriate DVET telephone number. 

The Office of Personnel Management administers the VRR law for federal employ- 
ees, including those in the Postal Service. Employees returning from military duty 
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should contact their agency personnel office about restoration rights. If a job is not 
restored properly, the employee has the right to appeal to the Merit Systems 
Protection Brard. 

A veteran must apply to the pre-ser\'ice employer within 90 days after separation 
from active duty. If the veteran is hospitalized or recuperating when discharged, the 
90-day application period begins upon release from the hospital or completion of 
recuperation, which may last up to one year. The application period is 31 days for 
reservists and National Guard members returning from initial active duty for 
training. 

Unemployment Compensation 

The purpose of unemployment compensation for ex-servicemembers is to provide a 
weekly income for a limited period of time to help them meet basic needs while 
searching for employment The amount and duration of payments are governed by 
state laws, which vary considerably. Benefits are paid from federal funds. 
Ex-ser\'icemembers should apply inunediately after leaving military sers'ice at their 
nearest state employment office, and present copy 4 of their military discharge form 
DD-214 to determine their eligibility. 

Affirmative Action 

Federal legislation prohibits employers with federal contracts or subcontracts of 
$10,000 or more from discriminating in employment against Vietnam-Era and 
"special disabled" veterans. Special disabled veterans, covered throughout their 
working lives, are those veterans entitled to compensation — or veterans who but 
for the receipt of military retired pay would be entitled to compensation — who are 
rated under laws administered by VA for disability at 30 percent or more, or rated at 
10 or 20 percent in the case of a veteran who has been determined to have a serious 
employment handicap, or a person who was discharged or released from active 
duty because of a service-cormected disability. Federal legislation reejuires these 
contractors to take affirmative action to employ and advance in employment 
Vietnam-Era and special disabled veterans. Vietnam-Era veterans are covered by 
this program through 1994. Legislative requirements are administered by the U.S. 
Labor Department's Office of Federal Contract Compliance Programs (OFCCP). 
Complaints may be filed at any OFCCP regional office of the Labor Department. 
Complaints must be filed within 180 days of the discriminatory act. 


Employment in the Federal Government 

The Veterarts Readjustment Appointment (VRA) authority promotes maximum job 
opportunities within the federal government for qualified disabled veterans. The 
VRA authority allows agencies to make noncompetitive appointments, at their 
discretion, to federal jobs for Vietnam-Era and post-Vietnam-Era veterans. Such 
appointments lead to conversion to career or carecr<onditionai employment upon 
satisfactory completion of two years of service. Veterans seeking VRA appointment 
should apply directly to the agency where they wish to work. 

The Office of Personnel Management administers the Disabled Veterans Affirmative 
Action Program (DVAAP). All federal departments and agencies arc required to 
establish action plans to facilitate the recruitment, employment and advancement of 
disabled veterans. OPM reviews agencies' DVAAP action plans to determine if they 
meet reejuirements. 

Veterans who are disabled or who served during certain periods have preference in 
federal employment. This preference includes additional points added to passing 
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scores in examinations; first consideration for certain jobs; and preference for 
retention in reductions in force. Preference also is provided for unremarried 
widows and widowers of deceased veterans and mothers of military personnel who 
died in service; spouses of service-connected disabled veterans who are no longer 
able to work in their usual occupations; and mothers of veterans who have perma- 
irent and total service-connected disabilities. 

Individuals interested in federal employment should contact the personnel offices 
of the federal agencies in which they wish to be employed. Information also may be 
obtained by contacting the Federal Employment Information Centers of the U.S. 
Office of Personnel Management. The centers are listed in telephone books under 
U.S. Government. Veterans also may obtain a nationwide listing of the Federal 
Employment Information Centers by writing to the U.S. Office of Personnel 
Management, Federal Employment Ittformation Center, 1900 E Street, N.W., 
Washington, D.C. 20415. 

Transition Assistance Program 

The Labor Department assists setvicemembets who are scheduled for separation 
from active duty through the Transition Assistance Program (TAP). The program, 
in a partnership with the Defense Department, the Department of Veteraits Affairs 
aiKt the Labor Department, provides employment and training information to 
servicemembers within 180 days of separation. Three-day workshops to assist in 
civilian employment are conducted at military installations. Additional counseling 
is available to disabled servicemembers. For information contact the Director for 
Veterans' Employment and Training for the appropriate state. 

Operation Transition 

The military services provide civiliaivtransition counseling at least 90 days prior to 
each servicemember's discharge in a program called Operation Transition. 

A Defense Department document (DD Form 2586) is prepared to verify information 
valuable for civilian jobs and education, irKluding military experience, training 
history, associated civilian equivalent job titles and recommended educational credit 
information. The document is delivered to servicemembers 90 to 180 days before 
the scheduled separation. 

The Defense Outplacement Referral System (DORS) refers mini-resumes to 
potential employers through 350 local Transition offices worldwide. Resumes are 
provided to employers by dectronic mail, fax or mail, based on the geographic and 
occupational preferences of each individual. 

Employers may place job ads on the electronic Transition Bulletin Board (TBB) kept 
by Transition offices. Those employers having the proper computer equipment are 
able to place their ads electronically, others may m^ or fax their ads to the TBB. 
Servicemembers are encouraged to respond directly to employers with their 
resumes. The electronic bulletin board also contains business opportunities, a 
calendar of transition seminars and events, and other helpful information. 

Two special registries have been developed at Transition offices to help separating 
servicemembers obtain public community service jobs. The "Registry of Public and 
Community Service Organizations" contains information on organizations desiring 
to hire servicemembers. The "Personnel Registry" lists servicemembers who desire 
employment in public and community service occupations. Defense matches people 
and employers on the two registries, and counsels separating servicemembers on 
how to apply for positions with public and community service organizations. 
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Credit For Farms and Homes 

Loans and guaranties can be provided by Fanners Home Administration (FmHA) to 
qualified individuals to buy. improve or operate farms. Loans and guaranties are 
available for housing in towns generally up to 10,000 population. In some circum- 
stances the town population can be as large as 20,000. For individual loans, 
applications from eligible veterans have preference for processing. For further 
iiiformation contact FmHA, U.S. Department of Agriculture, Washington, D.C. 

20250, or apply at local FmHA offices, usually located in county seats. 

FHA Home Mortgage Insurance 

HUD administers the Federal Housing Administration Home Mortgage Insurance 
Program for Veterans. These home loans require less downpayment than other 
FHA programs. Veterans on active duty are eligible if they enlisted before Sept. 8, 
1980, or entered on active duty before Oct. 14, 1982, and were discharged under 
other than dishonorable conditions with at least 90 days service. Veterans with 
enlisted service after Sept. 7, 1980, or who entered on active duty after OcL 16, 1981, 
must have served at least 24 months unless discharged for hardship or disability. 
Active duty for training is qualifying service. Submit VA Form 26-8261a, available 
at any VA office, to VA for a Certificate of Veteran Status. This certificate is 
submitted by the lender to FHA. 

Naturalization Preference 

Aliens with honorable service in the U.S. Armed Forces during periods in which the 
United States was engaged in conflicts or hostilities may be naturalized without 
having to comply with the general requirements for naturalization. Such aliens 
must have been lawfully admitted to the United States for permanent residence or 
have been inducted, enlisted, re-enlisted or extended an erOistment in the Armed 
Forces while within the United States, Puerto Rico, Cuant, the Virgin Islands of the 
United States, the Canal Zone or American Samoa. Hostilities must be (>eriods 
declined by the President, 

Aliens with honorable service in the U.S. Armed Forces for three years or more 
during periods not considered a corrflict or hostility by Executive Order may be 
naturalized provided they have been lawfully admitted to the United States for 
permanent residence. Applications must be made while serving in the Armed 
Forces or within six months of discharge. 

Aliens who have served honorably for at least 12 years may also be granted special 
immigrant status. To be eligible for this benefit the person must have enlisted 
outside the Uruted States pursuant to a treaty or agreement between the United 
States and the Philippines, the Federated States of Micronesia or the Republic of the 
Marshall Islands. The service must have occurred after Ocl 15, 1978, 

In addition, Filipinos with active-duty service during World War II in the Philippine 
Scouts, Commonwealth Army of the Philippines or a recognized guerrilla unit may 
be naturalized without having been admitted for lawful permanent residence or 
having enlisted or recnlisted in the United Stales. Such persons must submit their 
applications to the Immigration and Naturalization Service by Feb. 2, 1995. 

Aliens who died as a result of wounds incurred or disease contracted during periods 
of hostilities declared by the President may receive recognition as U.S. citizens. An 
application may be submitted by the person's next of kin or other authorized 
representative. This posthumous citizenship is honorary only and does not confer 
any other benefits to the person's surviving relatives. For assistance, contact the 
rtearest office of the Imnugration and Naturalization Service, justice Department. 
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Small Business Administration 

A number of SBA programs are designed to help small business enterprise, 
including businesses owned or operated by veterans. Help available from the SBA 
includes business training, conferences, counseling, surety bonding, government 
procurement and finatKial management assistance. Most SBA loans are made under 
its Loan Guaranty Program. The loan amotmt is advanced by the bank or other 
lending institubon, with SBA guaranteeing up to 90 percent of the total amount. 
Since 1983, the SBA has admiiustered a direct-loan program for Vietnam-Era and 
disabled veterans. A Vietnam-Era or disabled veteran who meets SBA's credit 
criteria may qualify for a direct loan if unable to obtain financing from commercial 
or other lenders. In each SBA field office a veterans affairs officer is designated as 
the contact person to assist veterans. Informabon on any of SBA's programs is 
available without charge from any of its approximately 100 field offices. Veterans 
should check the U.S. Government secbon of their local phone book for the address 
of the nearest SBA office. The SBA maintains a nabonal toll-free number: 1-800-827- 
5722 {1-800-U-ASK-SBA). 

Social Security 

Monthly retirement, disability, and survivor benefits under Social Security are 
payable to a veteran and dependents if the veteran has earned enough work credi ts 
under the program. A one-time payment of $255 also is made upon the veteran's 
death and can be paid only to the veteran's eligible spouse or child entitled to 
benefits. In addition, the veteran may qualify at age 65 for Medicare's hospital 
insurance and medical insurance. Medicare protection also is available to people 
who have received Social Security disability benefits for 24 months and to iasured 
f>eopIe and their deperklents who need dialysis or kidney transplants. 

Active duty or active duty for training in the U.S. uniformed services has counted 
toward Social Security since January 1957, when taxes were first withheld from a 
serviceperson's basic pay. Since Jan. 1, 1988, work as a member of the Armed 
Services reserve components while on active duty training also counts toward Social 
Security. Service personnel and veterans receive an extra $300 credit for each 
quarter in which they received any basic pay for active duty or active duty for 
training after 1956 and before 1978. After 1977, a credit of $100 is granted for each 
$300 of reported wages up to a maximum credit of $1,200 if reported wages are 
$3,600 or more. No additional Social Security taxes are withheld from pay for these 
extra credits. Also, noncontributory Social Security credits of $160 a month may be 
granted to veterans who served after Sept. 15, 1940, and before 1957. 

Further information about Social Security credits and benefits is available from any 
of the more than 1,300 Social Security offices. For the address and phone number, 
look in the telephone directory under Social Security Administration or U.S. 
Government. A toll-free number, 1-800-772-1213, also is available. 

Supplemental Security Income 

For those age 65 or older and those who are blind or otherwise disabled. Supple- 
mental Security Income (SSI) is provided in monthly payments, if they have little or 
no income or resources. States may supplement the federal payments to eligible 
persons and may disregard additional amounts of income. Although VA comperesa- 
tion and pension benefits are counted in determining income for SSI purposes, 
certain types or amounts of income do not count. Also, not all resources count in 
determining eligibility. For example, the person's home and the land it is on do not 
count, regardless of value. Personal effects or household goods, automobiles and 
life insurance may not count, depending on their value. Information and assistance 
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in making application for these payments may be obtained at any Social Seciirity 
office or by calling the toll-free number. 1-SOO- 772-1213. 

Passports to Visit Overseas Cemeteries 

'No-fee" passports are available for family members visiting overseas gravesites of 
veterans. Those eligible for such passports include widows, parents, children, 
sisters, brothers and guardians of the deceased who are buried or commemorated in 
permanent American military cemeteries on foreign soil. For additional iitforma- 
tion, write to the American Battle Monuments Commission, Room 5127, Pulaski 
Building, 20 Massachusetts Avenue, N.W., Washington DC 20314. 

Medals 

Medals awarded while in active service will be issued by the appropriate service if 
requested by veterans or, if deceased, thw next of kin. Requests for medals 
pertaining to service in the Navy. Marine Corps and Coast Guard should be sent to 
the U.S. Navy Liaison Office. National Personnel Records Center. Room 3475, 9700 
Page Blvd., Louis. MO 63132-5100. Requests for medals pertaining to service in 
the Army should be sent to Army Commander. U.S. Army Reserve Personnel 
Center, ATTN; DARP-PAS-EAW, 9700 Page Blvd., St. Louis, MO 63132-5100. 
Requests for medals pertaining to service in the Air Force should be sent to the 
National Personnel Records Center (Military Personnel Records), 9700 Page Blvd., 

St. Lbuis, MO 63132-5100. 

The veteran's full name should be printed or typed, so that it can be read clearly. 

The request must contain the signature of the veteran or the signature of the next of 
kin if the veteran is deceased. Include the veteran’s branch of service, service 
number or Social Security number, whichever is apjwopriate, and dates of service, or 
at least the approximate years. If available, include a copy of the discharge/ 
separation document, WDAGO Form 53-55 or DD Form 214. If possible, send the 
request on Standard Form 180, 'Request Pertaining To Military Records.' These 
forms are generally available from VA offices or veterans organizations. 

Commissary and Exchange Privileges 

Honorably discharged veterans with a service-connected disability rated at 100 
percent, unremarried surviving spouses of members or retired members of the 
Armed Forces, recipients of the Medal of Honor, eligible dependents and orphans of 
the foregoing categories are entitled to uniimited exchange and commissary store 
privileges in the United States. Certain reservists and dependents also are eligible. 
Entitlement to these privileges overseas is governed by international law, and 
privileges are available only to the extent agreed upon by the foreign governments 
concerned. Certification of total disability will be given by VA. Assistance in 
completing DD Form 1172 (Application for Uniformed Services Identification and 
Privilege Card) may be provided by VA. 

Review of Discharges 

Each of the military services maintains a Discharge Review Board with authority to 
change, correct or modify discharges or dismissals that are not issued by a sentence 
of a general court martial. The board has tto authority to address medical dis- 
charges. The veteran or — if deceased or incompetent — the surviving spouse, next 
of kin or legal representative may apply for a review of discharge by writing to the 
military department concerned using Department of Defense Form 293 (DD-293), 
which may be obtained at any VA office. If more than 15 years have passed since 
discharge, DD Form 149 should be used for applications to the Board for the 
Correction of Military Records. 
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Service discharge review boards conduct hearings in Washington, D.C. Traveling 
review boards also visit selected cities to hear cases based on demand as evidenced 
by the number of applicants who have submitted a DD Form 293. In addition, the 
Army sends teams to locations to videotape the testimony of applicants. These tapes 
are reviewed by a board in Washington, D.C. 

Under Public Law 95-126, discharges awarded as a result of unauthorized absence in 
excess of 180 days make persons ineligible for receipt of VA benefits regardless of 
action taken by discharge review boards unless VA determines there were comf>el- 
ling circumstances for the absences. In addition, boards for the correction of military 
records may consider such cases. Applications to these boards are tt\ade with DD 
Form 149. 

Veterans with disabilities irKurred or aggravated during active nulitary service may 
qualify for medical or related benefits regardless of separation and characterization 
of service. Veterans separated administratively uitder other than honorable 
conditions may request that their discharges be reviewed for possible 
recharacterization, provided they file their appeal within 15 years from the date of 
separation. 

Questions regarding the review of a discharge may be addressed to the appropriate 
discharge review board at tlie following addresses: 

Army — Army Discharge Review Board, Attention: SFMR-RBB, Room 200A, 1941 
Jefferson Davis Highway, Arlington, VA 22202-4504. 

Navy and USMC — Navy Discharge Review Board, 801 N. Randolph St., Suite 905, 
Arlingtoa VA 22203. 

Air Force — Air Force Military Personnel Center, Attention: DPMDOAl, Randolph 
AFB, TX 78150-6001. 

Coast Guard — Coast Guard, Attention: GPEl, Washington, DC 20593. 

Military Records 

A veteran and spouse should be aware of the location of the veteran's discharge and 
separation papers. If the veteran cannot locate discharge and separation papers, 
duplicate copies may be obtained by contacting the National Personnel Records 
Center, Military Persormel Records, 9700 Page Blvd., St. Louis, MO 63132-5100. 
Specify that a duplicate separation document or discharge is needed. The veteran's 
full name should be print^ or typed so that it can be read clearly, but the request 
must also contain the signature of the veteran or the signature of the next of kin, if 
the veteran is deceased. Include the veteran’s branch of service, service number or 
Social Security number, whichever is appropriate, and exact dates or approximate 
years of service. If possible, use Standard Form 180, Request Pertaining To Military 
Records. This form is available from VA offices and veterans organizations. It is not 
necessary to request a duplicate copy of a veteran's discharge or separation papers 
solely for the purpose of filing a claim for VA benefits. If complete information 
about the veteran's service is furnished on the benefit application, VA will obtain 
verification of service from the National Personnel Records Center or the serv'ice 
department concerned. In ca.se of a medical emergency, information from a 
veteran's records may be obtained by phoning the National Personnel Records 
Center: Air Force, (314) 538-4243; Army (314) 538-4261; Navy, Marine Corps or 
Coast Guard, (314) 538-4141. 

Correction of Military Records 

The secretary of a military department, acting through a board for correction of 
nulitary records, has authority to correct any military record when necessary to 
correct an error or remove an injustice. Applications for correction of a military 
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record, including review of discharges issued by court-martia], may be considered 
by a correction board. A request for correction generally must be ^ed by the 
veteran, survivor or legal representative within three years after discovery of the 
alleged error or irqustice. The board may excuse failure to file within the prescribed 
time, however, if it finds it would be in die interest of justice to do so. It is the 
responsibility of the applicant to show why the filing of the application was delayed 
and why it would be in the interest of justice for the board to consider the applica- 
tion despite the delay. To justify any correctioiv it is necessary to show to the 
satisfaction of the board that the alleged entry or omission in the records was in 
error or ui^ust. Applications should include all evidence which may be available, 
such as signed statements of witnesses or r brief of arguments supporting the 
requested correction. Application must be made on DD Form 149, which may be 
obtained at any VA office. Send completed application to the address indicated on 
the form. 

Death Gratuity 

Military services provide a death gratuity of J6,000 to a deceased servicemember's 
spouse or children. Parents, brothers or sisters may be provided the gratuity, if 
designated by the deceased. This is paid as soon as possible by the last military 
command of the deceased. If the beneficiary has not been paid within a reasonable 
time, application may be made to the service concerned. The death gratuity is 
payable in case of any death in active service, or any death within 120 days 
thereafter from causes related to active service. 

Armed Forces Retirement Homes 

Veterans may be eligible to live in two retirement homes run by an independent 
federal agency, the Armed Forces Retirement Home, and managed locally by 
advisory boards. For information, write to the Admissions Office, U.S. Soldiers' and 
Airmen's Home, Washington. DC 20317, or phorte 1-800-422-9988; or write to U.S. 
Naval Home, 1800 Beach Dr., Gulfport, MI 39507, or phone 1-800-322-3527. 


56 



273 


Appeals 

Claimants for VA benefits have the right to appeal determinations made by a VA 
regional office or medical center. Typical issues which may be appealed are 
determinations dealing with compensation or pension benefits, ^ucadon benefits, 
waiver of recovery of overpayments, and reimbursement of unauthorized medical 
services. 

A claimant has one year from the date of the notification of a VA decision to file an 
appeal. An appeal is initiated by filing a notice of disagreement, which should be 
fU^ with the VA office, such as a regional office or medical center, responsible for 
making the decision that is being appealed. 

Following receipt of the written notice, the VA office will fiimish the claimant a 
'Statement of the Case' setting forth the issue, facts, applicable law and regulations, 
and the reasons for the determination. 

To complete the request for appeal, the claimant must file a 'Substantive Appeal" 
within 60 days after the date of the Statement of the Case, or within one year from 
the notification of the original determinatioi^ whichever is later. 

Board of Veterans’ Appeals 

The Board of Veterans' Appeals conducts the appellate program for the Secretary of 
Veterans Affairs and makes final VA decisions on appeals involving all benefits 
administered by VA. A claimant may be represented by a veterans service organiza- 
tion, an agent or an attorney. Attorneys and recognized agents may charge a fee for 
representing a claimant or appellant before VA, including the Board of Veterans' 
Appeab, tinder certain circumstances. The Board reviews the reasonableness of fee 
agreements of attorneys and agents recognized by VA. The Board also makes 
decisions concerning the eligibility of attorneys for payment of fees from the 
claimant's past-due benefits. 

Hearings on appeal before a member of the Board of Veterans' Appeals may be 
arranged following the filing of a Notice of Disagreement At the election of the 
appellant, the hearing may be held in Washington, D.C., or at a VA regional office. 

The appellate decisions of the Board of Veterans' Appeals have been indexed to 
facilitate access to the contents of decisions (BVA Index I-Ol-l). The index is 
published quarterly in microfiche form. It is organized to provide citations to BVA 
decisions by subject. The index is available at VA regional offices and at the Board 
of Veterans' Appeals in Washington, D.C. Microfiche copies can be fnirchased from 
Promisel and Kom, Inc., 7201 Wisconsin Avenue, Suite 480, Bethesda, MD 20814. 

For further information, contact Department of Veterans Affairs, Board of Veterans' 
Appeals (OlCl), Washington, DC 20420. 

U.S. Court of Veterans Appeals 

A VA claim may be appealed from the Board of Veterans' Appeals to the Court of 
Veterans Appeals. This seven-judge court is separate from the Department of 
Veterans Affairs. Only the claimant may seek a review by the court. 

To appeal to the court, the claimant must have filed a Notice of Disagreement, which 
starts the appeal process at the VA regional office or medical center, on or after Nov. 
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18, 1988. The notice of appeal must be received by the court within 120 days after 
the board mails its final decision. 

The court docs not hold trials or receive new evidence. The court reviews the record 
which was considered by VA and was available to the board. Oral argument is held 
only at the direction of the court. Either party may appeal a decision of the court to 
the U.S. Court of Appeals for the Federal Circuit and to the Supreme Court of the 
United States. Appellants may represent thcmsclvjs before the court or have 
lawyers or nonlawyers as rejjresentatives. 

For information about the court's rules and procedures, contact the clerk’s office at 
625 Indiarta Ave. NW, Suite 900, Washington, DC 20004, or call 1-800-869-8654. 
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VA Facilities 

Whore to Go for Help 

Veterans end dependents throughout the country may 
obtain information on VA benefits from regloruti offioes by 
catling a lol(*free number, 1-600‘a27-1000. Other tol- 
free telephone services Include: 

LUe Insurance 
Radiation Helpline 
Debt Management Center 
Education Loan 
Telecommunication Device for 
the Deaf (TDD) 

CHAMPVA 


1*60C46^77 

1 - 000 ^ 7-0365 

1-600-627-0646 

1-600-3206276 

1-800629-4633 

1-600733-6367 


Many VA rrtedical centers operate outpatient dlfiea. 
Some clinics operate Independently of medbal centers. 
Al clinics can make referrals tor care In VA medicat 
centers. 


Sorrw national oamaterias can accept only cremated 
remains or casketed remains of eigble family marr^ers 
of those already burled. Contact the oematery director 
for Information on the avelabillty of space. 


Hole: The folowlr>g designetiorrs for medkel oentare 
indicate additional programs avalabls: * for nurslr>g- 
homa care unis; f for domldlarles 


ALABAMA 
MecEca/ Cantom; 

Birrr^ngham 3S233 C700 S. 10th 91., 205-0306101) 
Monlgomary 36100 <215 Perry Hill Rd., 200226-4670} 
•Tuecebose 35404 (3701 Loop Rd. Eest, 206- 
$S4-2000) 

*Tuekegee 36063 (205-727-0550) 

CSnict: 

Anniston 36201 (226 E. 0th St.. 205-236-1661) 

Decatur 35602 (401 Lee St. N.E.. Suke 606 (205- 
350-1531) 

Fiorenoe 35630 (401 E. Spring SL. 205-766-5663} 
Huntsviie 35601 (201 Governor's Or. SW. 205- 

533- 1645) 

Huntsviie 35801 (2006 Frankin St. SE, Suite 104 205- 

534- 1601) 

MoMa 36604 (1350 Springhil Ave.. 205-415-3000) 
Tuscaloosa (2017 Rainbow Or.. 205-S46-9239) 

PegiotuU Offico: 

Montgomery 36104 (474 S. Court St., local, 262-7781; 
statawida, 1-600-627-1000) 

VetCentan: 

Brmtngham 35205 (1425 S. 21sl St.. SuHe 106. 205- 
033-0500) 

Mobla 36604 (051 Government St., Suite 122. 206- 
604-4104) 

National Cemeteries: 

Fort Mrtchelt (Seale 36675. 553 Highway 165. 205- 
6S5-4731) 

Mobile 36604 (1202 Vkginia St.; for kiforrrwtion. cal 
Barrancas, FL, NC. 004-452-3357) 

ALASKA 

CSnhs: 

Anchorage Outpatient Clinic ar>d Regiorral Office 99506- 
2060 (2025 De Barr Rd.. 007-257-4700) 

Fort Wainwright 00703 (Bassett Army Community 
HospttaL Rm. 262. 007-353-5112) 


Reghnel Otiloe: 

Anchorage 00506-2060 (2025 DeBarr Rd., loeaL 257- 
4700; eUtevride 1-800427-1000) 

Benefits Office: 

Jtfreau 90602 (700 W. Oth St, «263. 007-586-7472) 

Vet Centers: 

Anchorage 00506 (4201 Tudor Centre Dr., SuHe 115. 
Fairbanks 00701 (520 E. 5th Ave., SuHe 104, 907- 
456^75) 

Kenal 00611 (P.O. Box 1663, 007-283-5205) 

WaaiU 00654 (661 E. WeRpoInt Ave.. SuHe 100, 007- 
376-4316} 

NafioniE CemsMss: 

fort Richardeorr 00505 (P.O. Box 5-406, Bldg. 007, 
Oavte Highway. 007-364-7075) 

Skka 00635 (P.O. Boa 1065; for informa tion. cal Ft 
Rkhardeon. AK. NC, 007-364-7075) 

ARIZONA 
MeeMcaf Centers: 

*Phoenix 65012 (650 East Indian School Rd., 602-277- 
5551) 

•Prescott 06313 (Highway 80 North, 602-a5-4B60) 
*Tuceon 85723 (3601 S. 6th Ave.. 602-702-1450) 

Reghr^ai Office: 

Phoenix 85012 (3225 N. Central Ave., local, 263-5411; 
statewide. 1-600427-1000) 

Vet Centers: 

Phoenbt 65004 (141 E. Palm Ln.. SuHe 100. 602- 
3704760) 

Prescott 66301 (637 Hllside Ave.. SuHe A, 602-776- 
3460) 

Tucaon 85710 (3055 N. let Ave.. 602-682-0333) 

National Cemeteries: 

National Mamorial Cemetery d Arixona (Phoenbc 85024, 
23020 N. Cave Creek Rd.. 602-370461 5) 

Prescott 66301 (VA Medical Center, 500 Highway SON.. 
602-7764026) 

ARKANSAS 
Medicaf Centers: 

Fayeaevlle 72703 (1 1W N. College Ave.. SOI- 
4434301) 

•*Lltle Rock 72205 (4300 W. 7th St.. 501-3704601) 

f^ioruti Office: 

North URIe Rock 72115 (Bldg. 65. Ft. Roota. P.O. Box 
1260, local, 3703600; statewide. 1-600427-1000. 

Vet Center: 

North Unie Rock 72114 (201 W. Broadway. SuHe A. 
501-324-6308) 

National Cemeteriee: 

Fayettevlle 72701 (700 Gevernmant Av«., 501- 
444-5051) 

Fort Smih 72001 ($22 (^rfand Ave. and S. Sixth St.. 
501-7635345) 

Litle Rock 72206 (2523 Confederate Btvd., 501- 
324-6401) 

CAUFORNUV 
MeeScal Centers: 

*Fresno 03703 (2615 E. Clinton Ave.. 209-2254100) 
^Livermore 04S50 (4951 Arroyo Rd., 415447-2560) 
*Lome Linda 92357 (11201 Benton St.. 714-625-7064) 
*Long Beech 00622(5001 E. 7th St., 310404-2611) 
#*PaloANo 04304 (3601 Miranda Ave., 415493-5000) 
*San Diego 02161 (3350 Le Jola Viltege Dr.. 610- 
$52-6565) 

San Frandaco 04121 (4150 Clement St., 415-2214610) 
'Sepulveda 01343(1611 Plummer St.. 616-601-771 1) 
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«*West Los Angeles 90073 (Wllshire & Se«<elle BMt., 
310*478-3711) 

CSnic9: 

Los Angeles 00012 (351 E. Temple. 213-253-2677) 
Pleesant Hilt 94523 (N. CeM. System of CUnice. 2300 
Contra Costa Btvd.. 510-372-2000) 

Oakland 94612 (2221 Marlin Luther King Jr. Way. StO- 
273-7006) 

Redding 96001 (2767 Eureka Way, 916-246-5056) 
Sacramento 05620 (4600 Broadway. 916-731-7300) 

San Diego 02106 (2022 Camlno Del Rb North. 619- 
220-AO&B) 

Santa Barters 031 10 (4440 CaHe Real, &05-663-1401) 

Regionsl Officea: 

Los Angeles 90024 (Fed. Bldg., 1 1000 Wllshire Blvd.. 
serving counttos of Inyo, Kern, Los Angebs, Orar>ge. San 
Demardino.San Luis Obbpo, Santa Barbara arwi 
Ventura, local, 470-4011; statewide. 1-800-627-1000) 

San Diego 92106 (2022 Camlno Del Rb North, eervirtg 
counties of Imperial. RNerside and San Diego, bcal. 207- 
B220; statewide. 1-800-627-1000) 

Oakland 94612 (1X1 Clay St., Rm. 1300 North, local, 
637-1325: alat«wide,1-600-627-1000) (Recorded 
benefits, 24-hour avalbbUlty, 074-0136) 

Counties of Alpine, Lassen, Modoc and Mor>o served by 
Reno, Nev., RO. 

Benefita Office: 

East Los Angetes 90022 (S4X E. Olympb Blvd.. 
Commerce, 310-722-4027) 

Vet Centen: 

Anaheim 02605 (850 S. Harbor Blvd.. 714-776-0161) 
Benbie 94510 (555 tst St., Suite 200, 707-747-9772) 
Burfingarrw 94010 (1234 Howard Ave., 415-344-3126) 
Chbo 95926 (100 Parmac Rd.. 916-690-6540)- 
Convneroe 00040 (VA East L>. Clinic, 5400 E. Olympic 
BNd.. 4140. 213-728-9066) 

Concord 94SX (1890 Clayton Rd., Suite 140, 415- 
660-4526) 

Eureka 95501 (XSVSt., 707-444-6271) 

Fresno 03726 (3636 N. Isl $L. Suite 112, 209- 
487-5660) 

Los Angeles 00003 (S. Central L>.. 251 W. SSth PL. 
310-215-2380) 

Los Angeles 90025 (West L>.. 2000 Westwood Blvd.. 
3lO-47$-9500) 

Marina 939X (455 Reservation Rd., Suite E, 406- 
364-1660) 

Oakland 94612 (287 17th St.. 510-763-3904) 

Riverside 92504 (4054 Arlington Ave., Suite A. 909- 
359-8067) 

Rohr>ert Park 94928 (6225 Stale Farm Dr.. Suite 101. 
707-566-3205) 

Sacramento 05625 (1111 Howe Ave.. Suite 390, 916- 
978-5477) 

San Diego 92103 (2000 6th Ave.. 619-294-2040) 

San Jose 051 12 (276 N. 2nd St.. 406-093-0720) 

Santa Barbara 93101 (1300 Santa Barbara St.. 605 
564-2345) 

Sepulveda 01343 (16126 Lassen St.. 616-892-9227) 
Upland 91766 (313 N. Mountain Ave., 909-982-0416) 
Vista 92063 (16X West Dr.. TrI City Pbza, Suite 103. 
619-945-6041) 

National Cometerioa; 

Fort Rosecrans (San Obgo 92166, Point Loma, P.O. 
Box 6237.610-553-2064) 

Golden Gate (San Bruno 94066, 1300 Sneath In.. 415 
589-7737) 

Los Angebs 90040 (050 S. SepuNeda Blvd., 310- 
624-4311) 

Riverside 92506 (22405 Van Buren Blvd., 900- 
653-6417) 

San Francisco 94128 (P.O. Box 29012, Presidio of San 
Francisoo, 415561-2006) 


San Joaquin Valey (Gustlne 9S322. 32053 W. McCabe 
Rd.. 209-654-1040) 

COLORADO 
Medicai Centen: 

*Derrver B0220 (1055 ClerTTx>nt St.. 303-390-6020) 

*Fo«t Lyon 81036 (*C* St.. 719-364-3tX) 

*Gfw>d Junctlor> 61501 (2121 North Ave., 303- 
3d4-31X) 

Cfinh: 

Colorado Springs 60909 (1785 N. Academy Blvd., 715 
360-0004) 

Regionat Office: 

Denver 60225 (44 Unbn Blvd.. P.O. Box 25126, local. 
960-1300; statewide, 1-600-627-1000) 

Vet Centen: 

Boulder 80302 (2126 Peart St.. 303-4457306) 

Colorado Springs 80903 (41 1 S. Te)on, Suite G, 715 
471-9992) 

Denver X204 (1815 Federal Blvd.. X3-433-7123) 

Nationa! Cemeteriee: 

Fort Logan (Denver X235. 3696 S. Sheridan Blvd., 
303-761-01 17> 

Fort Lyon 81036 (VA Medical Center, *C* SI., 715 
364-^152. ext. 231) 

CONNECTICUT 
Me(£ca/ Centen: 

Newington 061 11 (555 Willard Ave., 203-666-6051) 
*West Haven 06516 (W. Spring SI.. X3-932-571 1) 

Regional Office: 

Hartford 06103 (4$0 Main St., local. 27B-32X; 
statewide, 1-600-627-1000) 

Vet Centen: 

Hartford 061X (370 Market St.. 203-2453543) 

New Haven 06511 (562 WheRey Awe.. 203-773-2232 or 
773-2236) 

Norwich 06360 (16 FranWb St., Rm. 109, 203- 
867-1755) 

DELAWARE 
Medicai Center 

*Wilmington 19X5 (1X1 Kirkwood Highway. X2‘ 
994-2511) 

Regional OfUce: 

WRmington 10X5 (1X1 Kirkwood Highway, bcal, 
90B-0'101: statewide, 1-805627-1000) 

Vet Center 

WHrr^on 10605 (VAMROC Bldg. 2, 1X1 Kirkwood 
Highway. X2-994-16X) 

DIS'miCT OF COLUMBIA 
Medical Center 

*Washington. D.C. 20422 (X Irving SI., N.W.. X2- 
745-6000) 

Regional Office: 

Washington, D.C. 20421 (941 N. Capitol St., N.E., bcal, 
672-1151) 

Kef Center 

Washington, D.C. 20003 (601 Pennsytvania Ave., S.E., 
202-745- B40(V02) 

FLORIDA 
Medical Centen: 

rBay Pines X504 (10000 Bay Pines Blvd.. N.. 815 
396-6661) 

*GainesviRe 32606 (1X1 Southwest Archer Rd.. 904- 
3751611) 
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CHy 32055 (iOl S. Marion St.. 004-755>3016) 
•Miami 33125 (1201 N.W. 16th St.. 305-324-U5S) 
•Tampa 33612 (13000 Bruet B. Downs Bivd.. 813- 
822-6011) 

CSnic9: 

Daytona Beach 32117 (1900 Mason Ava., 004- 
2744600) 

Fort Myars 33901 (2070 Canall Rd.. 81 3-039-3938) 
JaduonviHa 32206 (1833 Boulevard. 904-232-2712 
Kay Wan 33040(1111 12th St.. Suita 207, 305-536- 

Miaml 33130 (900 Southwest dsl Ava., 305-3244455} 
Oal(lar>d 33334 (5599 N. Dbria Highway, 305- 
771-2101) 

Orlando 32B06 (83 W. Columbia St.. 407425-7521) 
Parsaoola 32503 (312 KartTrora Rd., 904476-1100} 
Port Richey 34666 (891 1 Por>derosa. 813-869-3203) 
Riviera Beach 33404 (Exacut^a Plaza, 301 Broadway, 
407-845-2800) 

Tallahassee 32306 (1607 SI. Jamas a., 904-876-0191) 

Regional Office; 

St. Petersburg 33701 (144 1s1 Ave. S.. local. 696-2121: 
statawida, 1-800-627-1000) 

BeneHtM OffioM; 

Fort Myars 33901 (2070 Carrel Rd.) 

Jaeksonvila 32206 (1633 Boulevard, Rra 3109) 

Miarrv 33130 (Federal Bldg., Rrrv 120, 51 S.W. 1st Ave.) 
Oakland Park 33334 (5599 N. Dixie Highway) 

Orlando 32806 (83 W. Columbia St) 

Partsaeola 32503-7492 (312 Kenmora Rd.. Rm.1(3250) 
Riviaia Beach 33404 (Executive Plaza, 310 Broadway) 

V 0 t Centen: 

Ft. Laudardate 33301 (315 N£. 3rd Ava., 800- 
827-2204) 

Jaeksonvila 32202 (255 Liberty St. 904-791-3621) 

Lake Worth 33461 (231 1 lOlh Ava., North «13-Palm 
Beach, 407-5850441) 

Miami 33129 (2700 S.W. 3rd Ava., SuHa 1A, 305 
659-6367) 

Orlando 32809 (5001 S. Orange Ava., Suite A, 407- 
648-6151) 

Pamacola 32501 (ISW. Strong St. Suita 100 C, 904- 
4794665) 

Sarasota 34239 (1800 Siesta Dr.. 813-952-9406) 

St Petersburg 33713 (2837 In Ava.. N.. 613-893-3791) 
Tallahassee 32303 (249 E. 6lh Ava., 904-942-8810) 
Tampa 33604 (1507 W. Sligh Ave.. 813-228-2621) 

National Cemeteries: 

Barrancas (Pensacola 32506. Naval Air Station, 904- 
452-3357) 

Bay Pinas 33504 (P.O. Box 477. 813-398-9426) 

Florida (Bushnel 33513. P.O. Box 337, 904-793-7740) 
St. Augunina 32084 (104 Marina St.: tor Information, 
call Florida NC. 904-793-7740) 

GEORGIA 
Medical Centers: 

•Augusta 30910 (1 Fieedom Way. 705251-7169 
uptown; 706-251-3934 downtown) 

•Decatur 30033 (1670 ClairmonI Rd.. 404-321-61 1 1) 
«*0ublin 31021 (1826 Veterans Blvd, 700-256-2717) 

Regional Office: 

Atlanta 30365 (730 Peachtree St.. N.E., local. 881-1776: 
statewide. 1-800-827-1000} 

Clinic: 

Columbus 31902 (1008 Broadway, 706-649-7879) 
Savannah 31406 (325 W. Montgomery Crossroad, 912- 
920-0214) 


Nc4a: The following designations for medical canters 
irtdicate additional programs available: * for nursing- 
home care unis; # for domiciNariea 


Vet Centers: 

Atiania 30309 (922 W. Peachtree St., 404-347-7264) 
Savannah 31406 (81 10 WhHa Bluff Rd.. 912-027-7360) 

National Cemetery: 

Marietta 30060 (500 Washington Ava., 404-428-5631) 

HAWAD 

Medical A Regional Office: 

Honolulu 96650 (P.O. Box 50186, 300 Ala Moana Blvd.. 
Rm.1204; Medical Offica. 806-541-1409; Regional Office: 
from Oahu, 808-541-1000; toR-fraa from neighbor islands. 
1-600-827-1000; tol-frea service from Guam, 475636) 

Vet Centers: 

Hlio 96720 (120 Keawa St., Suite 201. 808-969-3633) 
Honolulu 96814 (1680 KaploianI Blvd.. SuKe F. 808- 
541-1767) 

Kalua-Kona 96740 (Pottery Terrace. Fern Bldg., 

755995 Kuaklni Hwy., *415. 608-329-0574) 

Lhue 96766 (3367 Kuhio Hwy., Suit 101-Kauai, 806- 
2451163) 

Wailuku 96793 (Terg Bldg., 35 LunaHo, Suite 101, 80B- 
242-8557) 

Nation^ Cemetery; 

Natiorral Memorial Cemetery of the Pacific (Honolulu 
968 1 3. 2 1 77 Puowaina Or.. 606-54 1 - 1 427) 

DAHO 

Medical Center: 

•Boise 83702 (500 West Fori Si., 208-3355100) 

Clinic: 

Pocatelo 83201 (1651 Alvin Rickln Dr.. 208-232-6214} 

Regional Office: 

Bo«e 63702 (805 W. Franklin St., local, 334-1010; 
ftalewida. 1-800-627-1000) 

Vet Centers: 

Boise B3706-(1 115 W. Boise Ave.. 208-342-3612) 
Pocatelo 83201 (1975 S. Sih St.. 208-232-0316) 

ILUNOIS 
Meticaf Centers: 

Chicago 6061 1 (Lakeside. 333 E. Huron Si.. 312- 
943-6600) 

Chicago 60680 (Westeide. 820 S. Daman Ave.. P.O. 

Box 8195, 312-6656500) 

•Oanvile 61832 (1900 E. Main St.. 217-442-8000) 

•Hir^es 60141 (Roosevel Rd. & 5th Ave., 706-343-7200) 
•Marbn 62959 (2401 W. Main St., 616-997-5311) 
f North Chicago 60064 (3001 Green Bay Rd., 708- 
688-1900) 

Clinic: 

Peoria 61605 (411 W. Martin Luther King Jr. Dr., 309- 
671-7350) 

Regional Office: 

Chicago 60680 (536 S. Clark St.; P.O. Box 8136, local, 
663'S&10; statewide, 1-800-827-1000) 

Vet Centers: 

Chicago 60637 (5505 S. Harper. 312-684-5500) 

Chicago Heights 6041 1 (1600 Halsted St.. 706- 
754-0340) 

East St. Louis 62203 (1269 N. 89th Si, Suite 1, 616- 
387-6602) 

Moline 61265 (1529 46th Ave., Rm. «6, 309-762-6954) 
Oak Park 60302 (155 S. Oak Park Ave., 708-363-3225) 
Peoria 61603 (605 N.E. Monroe St.. 309-671-7300) 
Springfield 62702 (624 S. 4th St., 217-492-4955) 
Evanston 60202 (656 Howard St.. 708-332-1019) 

National Cemeteries: 

Alton 62003 (600 Peart St.; for Information, cal 
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J«fl*rton Barnehi. MO. NC 314*263^1/2) 

CtfTV Butl«r (Springfittd 62707. FtH. II, 217- 
S22-6764) 

DwivH« 61832 (1900 E. Main St., 217*431*6$50) 

Mound CHy 62063 (P.O. Bor 38. Junction of Hwya 37 k 
61, for Information, cal Jaffaraen Barraeka, MO, NC, 314* 
263B601/2) 

Quincy 62X1 (36lh & Malna Sts., for Hormatlon, cal 
Kaokuk. lA, NC. 319-524-1304) 

Rock lifand (Molir>a 61266, P.O. Box 737, 300- 
782-2004) 

INDIANA 

MecScalContm 

*Fo(1 Wayna 46805 (2121 Laka Ava., 210-426-S431) 
*)ndlanapoli 46202 (1461 W. 10th St.. 317-635-7401) 
*Marlon 46052 (E. 3eth St., 317-674-3321) 

CSnhK 

Crosm Point 46307 (0330 Broadway, 210^-0001) 
Evanwila 47713 (500 E. Walnut, 612-465-6202) 

Reghnai OfRo0: 

Indianapols 46204 (576 N. Pannsyfvanla St., local. 
226-S566: statawkfa. 1-600-627-1000) 

VatCantan: 

Evansvlla 4771 1 (31 1 N. WaInbach Ava.. 812-473-5003 
or 473-6064) 

Fort Wayna 46802 (528 Wast Barry St.. 210-460-1456) 
Gary 46406 (2236 Waal nidga Pd.. 210-667-0046) 
Indianapois 46208 (3833 Marldlan, 317-027-6440) 

National Cematariaa: 

Crown HU OrKfianapols 46206, 700 W. 38lh St.; tor 
information, cal Marion. IN. NC. 317-674-0264) 

Marlon 46652 (1700 E. 3eth St.. 317-674-0264) 

N«w Abany 47150 (1043 Ekin Ava.; for Infomutlon, 
call Zachary Tayltf , KY. NC. 502-603-3652) 

IOWA 

MetScal Cantera: 

«0es Molnaa 50310 {30th & Eudid Ava.. S15-2S5-2173) 
tows Cly 52246 (Hwy. 6 Wast. 319-338-0581) 
«*Knoxvila 50136 (1515 W. Pleasant St.. S1$- 
842-3101} 

aink: 

Batlendorf 52722 (2970 Victoria Dr., 319-338-0561) 

Reghna! Offioa: 

Das Molnas 50309 (210 Walnut $t.. local. 264-0210; 
statawida. 1 •600«7-1 000) 

Vet Centen: 

Das Molnas 50310 (2600 Harding Rd.. 515-284-4020) 
Sloui City S1 101 (706 Jackson, 7l2-255-380e) 

National Cemetery: 

Kaokuk 52632 (1701 J St.. 310-524-1304) 

KANSAS 

Medical Centera: 

l*LaBvenworth 66048 (4101 S. 4th St.. Trafficway (913- 
662-2000) 

*Topeka 66622 (2200 Gage Blvd.. 913-272-311 1) 
*WlcMta 67216 (5500 E. Kaibgg. 316-685-2221} 
Regional Office: 

WiehU 67216 (5500 E. Kellogg, local, 682-2X1; 
statewlda.1 -600627- 1 000) 

Vet Confers; 

Wichia 6721 1 (413 S. Pattis. 316-265-3260) 

Natioria! Csniefenes; 

Fort Laavanworlh GG027 (For information, cal 
Laavanworth, KS. NC. 013-758-4105) 

Fort Scott 66701 (P.O. Box 017, 316-223-2840) 
Leavenworth 66048 (P.O. Box 1604, 013-758-4105) 


KENTUCKY 

UmfctICmtttn: 

■(.alnglan 40S11 (LMdown Rd., 606-233.«St1) 
LouMI* 4020S (too Zorn Av».. S02-8SS-3401) 

R0gional Otlic»; 

LouMI* 40202 (S4S S. Tltlrd St., tool, 564-2231; 
ttetawM,, 1-600-B27-1000) 

VatCMibra; 

Lwdnglon 40503 (1117 Lknestone Rd., 606-276-5260) 
LoulMtl* 40206 (1355 S. 3rd St., 502-636-4002) 

AfatfomV Cemetarim; 

Cwnp IMun (Ntchotowll* 40356, 6060 D*nvl)e Rd., 
606-685-5727) 

emit Hll aouinti* 40204, 701 Burtar An., lor 
information, can Zachary Taytor, KV, NC, 502-693-3652) 
Danvfla 40442 (377 N. Rrit St., for Information, cal 
CaiT^ Nalaen, KY, NC, 606-665-5727) 

LaUnon 40033 (R.R. 1. Box 616, 502-603-3852) 
Laxlngton 40506 (833 W. Main St., for information, cal 
Carr^ Nalson. KY. NC. 606^5727) 

Mil Springs (Nancy 42544, for Information call Camp 
Nalaon.KY. NC. 606-665-S727) 

Zachary Taylor (Loulsvtia 40207, 4701 Brownsboro Rd. 
502-603-3652) 

LOUISIANA 
Medhal Centen; 

■Alaundria 71X1 (Shrnaporl Hwy., 318-487-0064) 
New Orlaana 70146 (1601 Perdido SI., 504-569-5210) 
Shianpod 71 IX (510 E. Stoner Ave., 316-221-641 1) 

eSnice; 

Baton Rouge 70606 (216 S. Foster Dr., 316-369-0628) 
Joinings 70546 (1624 Ellon Rd.. 318-473-0010) 
Rogionai Otfiee; 

New Orleans 70113 (701 Loyols Avs., local, 569-7191; 
slatswide. 1-800-827-1000) 

Vet Centen: 

Boslat City 71112 (2103 Old Minden Rd., 316- 
742-27X) 

New Orleans 701 16 (1529 N. Claiborne Ave., 504- 
943«9e6) 

Shreveport 71104 (Bldg. 3, SuHe 260, 2620 Centenery 
Blvd., 318-425-6387) 

NaSonal Cemeteries: 

Alexandria (Pinevlle 71360, 209 Shamrock St., 316- 
473-7568) 

Baton Rouge 70606 (220 N. 19th St., for Infomwtlon, 
call Port Hudson, LA, NC. 504-360-0766) 

Port Hudson (Zachary 70791, 20070 Port Hickey Rd., 
5O4.38O4}708) 

MAINE 

Afecf ca^ Cen f0f7 

•Togus 04330 (Route 17 East, 207-623-8411) 

Regiona! Office: 

Togus 04330 (Route 1 7 East, local, 623-8000; 
statewide, 1 -800-627- 1 000) 

Benefita Office: 

Portland 04101 (475 Stevena Ava., 207-780-3560) 

VetCentera: 

Barker OUOI (352 Harlow St., 207-047-3391) 

Caribou 04736 (226 Sweden St., 207-496-3000) 
Lewiston 04240 (475 Pleasant St., 207-783-0068) 
PortlBr>d 04101 (63 Preble St., 207-760-3584) 

Sardord 04073 (44 1 Main St., 207-490- 1513) 

Nationat Cemetery: 

Togus 04330 (VA Medical & Regional Office Center, for 
Mormatlon, call Massachusetts NC, 207-623-6411) 
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MARYLAM) 

Uedktl CtnlKw: 

Ballmar* 21201 (10 N. GiMfw 3L, 41OB0S-700O) 
6«llfnor* 21201 (PnMlh«tte AswMmtnl information 
Contor.103 & Gay SL 410-062-30M) 

*For1 Howard 210$2 (N. PoM Rd.. 410477-1600) 
*Parfy PoM 21002 (301-642-2411) 

CBnh: 

Cumtwitand 21S02 (710 Memortal Aw., 301-724-0061) 

Regional (Mee: 

Bdlmora 21201 (31 HopUni Plua, Fad. Btdg., but. 
665>64S4; eovfltiaa at M^oomary & Prlrwa Gaorgaa 
aarvad by Watfiinffton. DC. RO, 202-672-11S1:olhar 
araaa. 1-600«7-1000) 

VMC^toro; 

BaRirmra 21230 (777 Washington BM.. 410>S30-SS11) 
CarrMga 21613 (5510 W. Shora Ofa. Ctf ay BUg.. 
410-226-6306) 

EMon 21021 (7 Ekton CommarcM Plaza. South BrUga 
St.. 410-306-0171) 

Sivar Spring 20010 (101 5 Spring St., SuKa 101. 202- 
745-6307 

National Cam&tenaa: 

Annapolis 21401 (600 Waat St. for Morratlon. cal 
Balimora. MD. NC. 410-644-0606) 

Bairrora 21226 (5501 Fradariek Aua.. 410^-0606) 
Loudon Park (Balimora 21220. 3445 Fradartok Ava.. for 
formation, cal BaNimora, MO, NC. 410-644-0606) 

MASSACHUSETTS 
MacMcai Centen: 

i*Badford 01730 (200 Springs Rd.. 617-275-7500) 
Boston 02130 (ISO S. Huntington Ava. 617-276-4501) 
*Brodc]on 02401 (040 BalmonI St. 506-5634500} 
•Northampton 01060 (421 N. Main St. 413'5644040) 
Wast Roxbury 02132 (1400 VFW Pkwy.. 617-323-7700) 

CSnica: 

Boston 02114 (251 Causeway St.. 617-248-1364) 
towel 01651 (130 Marshal Rd.. 506450-3666) 
SpringfiaU 01103 (1550 Main St.. 413-765^1) 
Wofoestar 01606 <605 Linooln SL, 506-656^104) 

Regional OfRoa: 

Boston 02203 (JFK Fadaral Bldg., Gouarnmant Canter, 
tocat 2274600; statawida. 1-600S27-1000) 

Towns of Fal RNar A New Bedford, counties of 
Barnstable, Oukes, Nantucket, Bristot part of Plymouth 
aarvad by ProvUai^ R.I.. RO) 

VetCenten: 

Boston 02215 (665 Beacon St. SuHa IX, 617- 
424-0665) 

Brockton 02401 (1041 Paari St.. 506-656-7428) 
Lawranca 01640 (45 Frankln St.. 506-682-61X) 
towel 01652 (Communly Cara Canlar. 61 Brid^ St, 
506-034-0124) 

towel P16S3 (73 East Marrimadt St.. 506453-1151) 
Northampton 01060 (Veteians CorrYnunty Care Canter. 
57 King St.. 413S62-3079) 

Pittsfield 01201 (Veterans Communly Care Center. 
Doctor’s Park. 107 South St, 413409 2672) 

Springfield 01 133 (583 State St.. 4 13-732-9966) 
Springfield 011X (1065 Main St.. 413-737-5167) 
Winchendon 01475 (Town Hal. 506-207 -3028) 

National Cemetery: 

Massachusetts (Bourne 02532, 506-563-7113^4) 


NoM; The folowtr>g designations for medical centers 
indicate addlkmal programs avalaUe: * for nursing- 
home care urdte; i for domleiKarias 


MICHIGAN 

Medca/Centen: 

•ARen Park 46101 (SowthfWd & Outer OfNa. 313- 
562-6000) 

•Ann Arbor 48106 (2215 Fular Rd.. 313-766-7100) 
•BatOa Craak 46016 (SSX Armatrong Rd.. 616- 
666-5600) 

Iron Mountain 40601 (H Straat 606-774-3300) 
•Saginaw 46602 (1SX Watia St. 51 7-703-2340) 

CSnica: 

Gaylord 46735 (650 S. Olsago. 517-732-7525) 

Grand Raplda 46506 (X16 CofI . N.E.. 616-365-0575) 

Regional Office: 

DatroN 46226 (Patrick V. McNarrwra Fadaral BUg.. 

477 UcNgan Aea.. tocal, 664-51 10; statawUa, 1-600- 
627-1000) 

VetCenten: 

Qrai^ R^iUs 46507 (1640 Eaatam Ava.. S.E., 616- 
243-0365) 

LM¥sok\ Park 46146 (1766 Fort St. 313-361-1370) 

Oak Park 46237 (20620 GraanTwId Rd., 313-967-0040) 

National Cemetefy: 

Fort Custer (Augusta 46012. 15501 Dickman Rd.. 616- 
7314164) 

MINNESOTA 
Uedeal Centen: 

-Mlnfwapoll* S5417 (On. Vberm Dr., 6t2-72S-2000) 
*‘SL Ckxid S6303 (4«0t SUl SL North, 612-2S2-t670) 

Regional OKca andinsuranea Center: 

SL Pout 5S11 1 (F«iw.l BMg., Fort Snollng, locL 
726-14S4;«irtnHd*, 1«IOB27-1000. Itmiranoo, 612- 
72S«11) 

Counttw ol Boctor, Bolrwrl, Ckiir, ClMnwilM. Kltbon. 
tAka of lha Woods, Mahnoman, Marshal. Norman. Otiar 
Tali, Pannlnglon. Rad taka. Roaaau, Wikh served 
byFwgo.NJ).. RO) 

VetCenten: 

DukJth 55602 (405 E. SuparUr SI.. 216-722-6654) 

St Paul 551 14 (2460 Unkrarstty Ava.. 612-6444022) 

National Camatary: 

Fort Snaling (Mnnaapolis S5450. 7X1 34th Ava. So.. 
612-726-1127/6) 

MISSISSIPPI 
Medical Centen: 

1*6110x138531 (4X Veterans Ava., X1-3ad'SS41) 
•Jackson 30216 (15X E. Woodrow WtUon Dr.. Xl- 
364-1201) 

Regional Oflioe: 

Jackaon 39268 (IX W. Caplol St., local. 6654673; 
atetawida,1-600-a27-10X) 

Vet Centen: 

Bion 39531 (2196 Pass Rd., X1-386-X3a) 

Jackson 38206 (4436 N. State St, SuHe A3, XI- 
965-5727) 

National Cemeteries: 

Biloxi 39535 (P.O. Box 4966. XI-366’6666) 

Corinth 36634 (1551 Horton St., for information, call 
Merrv>Ns,TN. NC. 90 1 -386-63 1 1 ) 

Natchez 39t20 (41 Cemetery Rd., X144S49et) 

MISSOURI 
MecBcal Centara: 

‘CobmtM S5201 (800 Hosptet Or., 314-«43-251 1) 
K.PSuClly 84128(4801 Unwood Blvd., 810-861-4700) 
■Poplu Bluff 63801 (1500 N. Wasiwood BM., 314- 
680-4151) 
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St. Louto 63106 (John Cochran Olir., 915 N. Grand 
eitrd., 314^-4100) 

*SL Louti 63125 (Jonaraon Banacfca Olv., 314> 

467>0400) 

CBnie: 

ML Vwnon 6S712 (600 N. Main SL, 417-466-4000) 

Rtghnal Ofno»: 

St Lnila 63103 (Fadaral Bldg., 1620 Martial 6L, local, 
342-1 171; llataa4da, 1-800627-1000) 

BenM»OtlSc»: 

Kanaas Clly 64106 (Fadaral OHIoc Bldg., 601 E. 12lh 
St) 

VisfCantora; 

KanaaaClly64111 (3631 Main 31., S16-7S3-1666of 
763-1674) 

St. (Mis 63103 (2345 Pina SI., 314-231-1260) 

National Camatariaa; 

JWIaraon Bariaoka (SL Louli 63125, 101 Maimlal O., 
314-263-S661/2) 

Jaflereon Cly 65101 (1024 E. McCarty St, lor 
formation, call Jeflarson Barracks, MO, NC, 314* 
263-0601/2) 

Sprtrtgfietd 65804 (1702 E. Sarr4rM>l« St, 417*661*0400) 

MOm^ANA 

VA Medicai A Raghna/ Office: 

Fort Harrison $0636 (Wiliam St ofl Hwy. 12 W., 406- 
442*6410) 

MocScal Center: 

*MBaa City 50301 (210 S. Winchastar, 406-232*3060) 

Ctinic: 

Blkrrgs 50102 (1 127 Atdaraon Ava.. 406657*6766) 

Regional Office: 

Fort Harrison 50636. local. 447-7075; stalcwkla. 1*600- 
627-1000) 

Vet Centen: 

eiGngs 50102 (1048 Grand Ava.. 406^7*6071) 
Missoula 50802 (500 N. Higgins Ava.. 406-721*4918) 

NEBRASKA 
MecScat Centen: 

*Grarrd Island 68603 (2201 N. Broadwal, 306- 
382*3660) 

Lincoln 68S10 (600 S. 70th St.. 402*400-3802) 

Omaha 66106 (4101 WooKvorih Ava.. 402*346-6800) 

Regional Office: 

LirHx>ln 66516 ($631 S. 48lh St., local. 437-5001; 
sUtawide, 1 *600427* 1 000) 

Vet Centeno; 

Lincoln 66506 (020 L St. 402*476*9736) 

Omaha 66106 (5123 Laavanworlh St.. 402-553-2068) 

National Cemeteqn 

Fori McPharson (Maxwall 60151. HCO 1 . Box 67, 306- 
582*4433) 

NEVADA 
Medical Centen 

•Rano 89520 (1000 Locust SL. 702-786'7200) 

U$ Vegas 60102 (1703 W. Charieslon. 702*365*3700) 

Regional Office: 

Reno 69520 (1201 Terrrinal Way. local, 329*0244; 
sUtawtda, 1 -600627- 1 000) 

Benefite Office: 

Us Vegas 60102 (3233 W. Charieslon Bhrd.) 

Vet Centers; 

Las Vegas 60101 (704 S. 6th St.. 702-368-6368) 

Rano 69503 (1 155 W.4th St, SuHe 101, 702-323-1294) 


NEWHAMPSHRE 
UedSeei Center 

*M«Khaalar 03104 (71B Smytfi Rd., 603424*4366) 

ReghiuU Oftloe: 

MancMar 03101 (Norrii Colton Fadaral Bldg.. 

275 Chaatmil St, local. 666-7785; statawWa. 1*800* 
827*1000) 

VetCenter 

Manchaalar 03104 (103 Lfcwrty St, 603-666'706(V61) 

NEW JERSEY 
Medhei Centere: 

*Ea8l Or«>ga 07010 (Tramont Ava. , 201476-1000) 
#*LyDna 07039 (Valay & KnoUcroH Rd.. 008-647-01 80) 

CfiMe; 

Brick 0B724 (070 RL 70. 006-2064000) 

UnwDod 06221 (222 Naw Rd.. Bldg. 2. Sule 2. 600- 
026-1180) 

Vineland 06360 (New Jarsay Vets Memorial Homa, 
Northeast Blvd., 600-682-2661) 

Regional Office: 

Newark 07102 (20 Washington PL, local. 645-2150; 
atatewlda, 1 -600-827-1000) 

Vet Centers: 

Jaraay Cly 07302 (115 Chrtslophar Columbus Dr.. Rrrt 
200.201-6564866) 

UnwDod 06221 (222 New Road, Bldg. 2. SuKa 3*4-5, 
608-827*6367) 

Nawark 07102 (75 Halaay St.. 201*645-5854) 

Tranton 06611 (l71JarMy St. Bldg 36. 600*089-2260) 

National Cemeteriee: 

Bavarly 06010 {R.D. *1. Brid 9 et>orD Rd.. 600-068-2137) 
Finn’s Peirtf (Salem 06070. R.F.D. 13. Fort Ma« Rd.. Box 
542. lor Wormatlon, cNI Bevwly. NJ, NC. 608 - 
860-2137) 

NEWMEXICO 
Medical Centen 

*AJbuquerque 87106 (21(X> Ridgecrest Dr., S.E.. 505* 
265-1711) 

Regional Ollioa; 

Abuquerque 07102 (Dennis Chavez Federal Bldg., 500 
Gold Ava.. S.W., beat. 766-3361; statewide. 1-600- 
627*1000) 

Vef Centers; 

At>uquerque 87104 (1600 Mountain Rd. NW. 505-766- 
5000) 

Farrrington 87402 (4251 E. Main, SuHe B. SOS* 
327-8684) 

Sarla Fe 87505 (1096 Warner St, Warrwr Plaza, 

Sula 5. 505-086-6562) 

National Cemeteries; 

Fort Bayard 86036 (P.O. Box 160, for irdormation, cal 
Fori Bibs. TX, NC. 0t5'S4O4182) 

Sards Fe 67504 (SOI N. Guadalupe St. P.O. Box 66. 
505-888*6400) 

NEW YORK 
Medical Centen; 

*AJt>any 12206 (113 Hdlwtd Ave., 516-462*331 1) 
*BaUvia 14020 (222 Richmond Ave., 716-343-7500) 
«*Bath 14610 (Veterans Ave.. 607-77&-21 1 1) 

*Broru 10406 (130 W. Kingsbridge Rd., 71B-564-9000) 
f 'Brooklyn 11200 (000 Poly Place, 7 16-636-6600) 
'Buhalo 14215 (3405 Bailey Ave., 716-634-0200) 
•'Canandaigua 14424 (Fori Hill Ave., 716-394-2000) 
•Castle Point 12511 (Rle. 00. 014-631-2000) 
•'Montrose 10546 (Rta. 9A. 014-737-4400) 

New York City 10010 (423 E. 23rd St.. 212- 
686-7500) 
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«No(thpoit 1174»(79Middltvll« Ad., 616-261-4400) 
*Syr»euM 13210(800 Irving Av«., 316476-7461) 

druco; 

Abwiy 12206 (61 Central Av«., 516432-1066) 

BrooMyn 11206 (36 Aymon S(., 716-330-7661) 

Buff^ 14206 (2663 Main St., 716-8344270) 
Eliabathtown 12632 (Communly HoapMal, Park St, 
616673-2176) 

Fort Drum 13602 (BWg. T2407. Ourtn Ava.. 316- 
773-7231) 

Maaaana 13662 (1 Hoapftal Or., 316-764-171 1) 

Now York City 10036 (423 E. 23rd St, 212-661-5063) 
PMMurgh 12603 (360lh Madicid Group^QAM, 616- 
565-7462) 

Aoehaalar 14614 (100 State St., 716-263-5734) 

Sidr>ey 13636 (36 Pearl St. Waal. 607-563-3070) 

St Albana 1 1425 (170lh St. 6 Urvlan BM.. 716- 
526-1000) 

Syracuse 13210 (1031 E. Fayana St, 3154235600) 

Roghnal Oftieet: 

BuHalo 14202 (Fadaral Bldg., 1 1 1 W. Huron St. beat, 
646-5161; aiatawkla. 1-800427-1000) Sarvaa oountlaa 
rMt served by New York City Regional OMios. 

New York City 10001 (252 Seventh Ave. a1 24th St. 
local, 6206001; tfalewido. 1-600627-1000 ) Serves 
counties of Albany. Bronx, CIbton. Columbia, Delaware, 
Dutchess, Essex, Frankin, FuAon, Greene, Hamilon. 
Kir>gs, Morrtgomery, Nassau, New York, Orartge, Otsego, 
Putnan\ Oueerts, Rensselaer, RIehmortd. Rockland, 
Saratoga, Schenectady, Schoharie, Suff^ Suifvan, 
UMer, Wanen. Washington. Westchester. 

fisrw/fb OlSSbos: 

AftMny 12207 (Leo W. O Brim Federal Bldg., Clinton 
Ave. AN. Pearl 81..) 

Rochester 14614 (Federal Office Bldg. A C^rthouss. 
100 SUte St 

Syracuse 13202 (344 W. Genesee St) 

V9i Contaro; 

Abany 12206 (875 Cenkal Ave., 518-4332505} 

Babylon 11702 (1 16 West Main St.. 516-661-3030} 
BrooWyn 1 1201 (165 Cadman Plaza, East, 713 
330-7651) 

Buftaio 14206 (351 LInwood Ave.. 716-682-0505) 

Now York 10036 (120 W. 44th St., 212-644-2031/^ 
New York 10027 (55 W. 125 SI.. 212-670-6126) 
Rooheeter 14614 (134 S. FHzhugh St. 7132636710) 
Stolen leland 10301 (1S0Richmor>d Terraoe, 713 
8134466) 

Syracuse 13203 (210 North Townsend St.. 313 
4235660) 

Whke Pbirw 10601 (200 Hsmikon Ave.. 614-662-6251) 
Woodhsven 11421 (73108 61sl Ave., 716-2932671) 

Naliona! Cem0teries: 

Beth 14610 (VA Medicsl Center. 607-77321 11. 
ext. 1263) 

CsVerton 11633 (210 Princeton Btvd., 513727-5410 or 
727-5770) 

Cypress Hlls (Brooklyn 11206, 625 Jamstce Ave., for 
Morrrwtion, esRLong Isisnd, NY. NC. 513454-4649) 
Long Island (Farmingdale 11735, 516-454-4949) 
Woodlawn (Elmira 14001, 1625 Davis St, for 
Wormation, call Bath. NY. NC, 607-77321 1 1, ext. 1263) 

rrORTH CAROLINA 
Medcal Center*: 

*A>h«vll, 28805 (1100 Tunn,l Rd., 70«-2e8-7S1 1) 


NoIk The folowktg desigrtetiorw for medbel eentere 
Indicate addltionaf programs avsisbis: * lor nursing- 
homo cars unis; I for domidfiartes 


^Durham 27706 (506 Fullon 8t. 913283041 1) 
*Faye(tevlle 26301 (2300 Ram^ 91.. 910-622-7056) 
^Ibbury 26144 (1601 Brennar Avs., 704-6336000) 

CSnie: 

WInston-Salam 27155 (Fadaral BUg.. 251 N. Main St. 
613631-5517) 

Reghnai Oflh9: 

WinakMV-Salam 27155 (Fadaral BUg.. 251 N. Main St. 
locaL 7431600, slalawlda. 1-603627-1000) 

VMCfnm; 

Charlona 26202 (223 S. Brevard St., SuHa 103, 704- 
3336107) 

Fayattavlla 28301 (4 Markot Square. 6133234908) 
Greensboro 274C6 (2000 EkivEugane St., 913 
3335366) 

GraenvUa 27634 (150 Artngkm Bhrd.. SuHa B. 613 
3537620) 

Nation^ CmaMm: 

New Bern 26560 (1711 National Ave., 616-637-2912) 
Ratoigh 27610 (501 Rock Quarry Rd.. 613632-0144) 
Salsbuiy 28144 (202 Government Rd., 704-6332661) 
WImIngton 26403 (2011 Market St, 913637-2012) 

NORTH DAKOTA 
ATsdrca/CMtar 

*Fargo 58102 (2101 Elm St, 701-232-3241) 

Regional Offica: 

Fargo 56102 (2101 Elm St; locaL 2333777; statewide, 
1-603627-1000) 

Vet Cantata: 

Fargo 56103 (1322 Gateway Dr., 701-237-0642) 

Minot 56701 (106 E. Burdick Expressway, 701- 
652-0177) 

OHIO 

Medicai Centara: 

«*Brscfcsvlla 44141 (10000 Breckwib Rd., 213 
5233030) 

*Chlicc4he 45601 (17273 State Route 104, 613 
7731141) 

rChcinneU 45220 (3200 Vine St.. 513661-3100) 
Clevelwtd 44106, 10701 East Bivd., 213791-3600) 
**Oayton 45426 (4100 W. 3d St., 513266-651 1) 

CSnica: 

Canton 44702 (221 Third St.. S.E., 216-4634660) 
Cobrrbus 43221 (2060 Kenny Rd.. 614-4635164) 
Toledo 43614 (3333 Glendale Ave., 413259-2000) 
Youngstown 44505 (2031 Belmont, 2137436200) 

Regional Oftha 

Cleveland 44166 (Anthony J. Cebbrezze Federal BUg.. 
1240 E. 9th St. loeal, 621-5060; sUtewida, 1-803 
827-1000) 

Benefita Officaa: 

Clndmatl 45202 (36 E. 7th St., Sule 210) 

Columbus 4321 5 (Federal BUg., Rm. 306, 200 N. High 
St.. 603627-6272) 

Vet Cantera: 

CIncIrvwtl 45216 (30 E. Holislar St.. 513-569-7140) 
Cleveland 441 11 (11511 Lorain Ave.. 216-671-6530) 
Cleveland Heights 44116 (2134 Lee Rd.. 216-932-6471] 
Coiurrbus 43205 (1054 E. Broad St.. 614-253-3500) 
Dayton 45402 (6 S. Patterson Bivd., 513461-8150) 

National Camatary: 

Oeyton 45426 (VA Medical Center. 4100 W. Third St.. 
513262-2115) 


OKLAHOMA 
Medical Centera: 

Muskogee 74401 (Hortor Heights Dr... 616-6633261) 
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OUtfim Cly 73104 (021 N.E. 13lh SI.. 405-270^1) 

Cfrucs: 

Ardmor* 73401 (101$ S. Convrwrot . 405-223-2266) 
CHrrton 73601 (1/4 rryit aouth of 1-40 on Highway 183. 
PO Box 1200, 40fr-323-$S40} 

Lawlon 73502 (Comanoha Co. Hoapilat, PO Box 40. 
405-357-6611) 

Tulsa 74101 (1855 E. ISth SI.. 018-561-7105) 

Regional Office: 

Muskogaa 74401 (Fodaral BUg.. 125 S. Main Si., locaf 
687-2500; statawUa, 1-800-827-1000) 

Benafita OfSoa: 

OUahoma Cly 73102 (200 N.W. 5th SL) 

Vet Canton 

OUahoma Cly 73106 (3033 N. Walnut. Siila 101W. 
405-270-5184) 

Tulsa 74101 (1855 E. ISih St.. 018-$ai-7105) 

National Cemetety: 

Fori Gi>son 74434 (1423 Cemetery Rd.. 018-478-2334) 

OREGON 
'Mec§cal Centen: 

•TorttarU 07207 (3710 SW U.S. Veterars Hospital Rd.. 
503-22(^8262) 

Roeeburg 07470 (013 NW New Garden Valley Blvd.. 
503-2204262) 

CSnica 

BarUon 07411 (1010 1st SL SE. SuHe 100. 33 Michigan 
SL, SE. 503-347-4736) 

Eugene 07401 (138 W. 8th . 503-465-6481) 

Portland 07207 (8000 SW Barbur Blvd.. 503-244-0222) 

DomidMafy: 

Whia Ciy 07503 (Hwy. 62. 503426-21 11) 

Reghnd OfSoe: 

Portland 07204 (Federal Bldg.. 1220 SW 3rd Ave.. beat. 
221-2431; statewide. 1400427-1000) 

Vet Centen: 

Eugene 07403 (1066 Garden Ave.. 503-46S-6010) 
Grento Pvs 07526 (211 SE lOth St.. 503-4704012) 
Portland 07220 (8383 N.E. Sandy BNd.. SuHa 110. $03- 
2735370) 

Salem 07301 (318 Church SI. NE, 503362-001 1) 

National Cemeteriee: 

Eagle Point 07524 (27663 Rley Rd., 503-826-2511) 
Roseburg 87470 (VA Medical Center. 013 NW Garden 
Veley BVd.. 503440-1000) 

Wilamette (Portland 07266. 11800 S.E. Mt. Scott Bhrd.. 
5032735250) 

PENNSYLVAMA 
MecScal Centen 

*Ahoona 16602 (2007 Pleasant Valley Blvd.. 814- 
0434164) 

i*Butlef 16001 (325 New Castle Rd.. 412-2674781) 
rCoatesvile 10230 (1400 Black Horse Hfll Rd.. 215- 
384-7711) 

*Erle 16504 (135 E. I38lh SL. 814-868-6661) 

Lebanon 17042 (1700 S. Lincoln Ave.. 717-272-6621) 
*PhiladelpNa 10104 (University k Woodland Aves.. 215- 
3832400) 

Pittsbugh 15206 (7180 Highland Dr.,412-3634900) 
*Pittsburgh 15240 (University Drive C. 412-6833000) 
•Wihes-Bane 1871 1 (1 1 1 1 E. End BM., 7 1 7-824-4304) 
Cfiruct 

Alentown 16103 (2937 Hamiton Blvd., 610-776-4304) 
Canv Hil 1701 1 (25 N. 32 N. 32nd St.. 717-73O'0782) 
Sayre 18840 (Gullvie Square. 717-868-8062) 

Spnngneld 10064 (1489 Bekimore Pike. 215-5431586) 

Regional Offieee: 

Phladelphia 10101 (RO 8 lnsurar>oe Center, P.O. Bck 


8070, 5000 Wbeahlckon Ave., loeal, 438-5225; 
statewide. 1-800427-1000; Insurance. 140046044n; 
r ecorded benefits Wormation. 215-051-5366. 24-hour 
■vailabilty) aervee eountiae of Adama. Berlu, Bradford, 
fiucAa, Camarcn, Carton, Cantra.CheWer. Clinton, 
ColienMa, Ciarberland. Dauphin. Delaware. FrenUin, 
Juniata, Lackawanna, Lancastar. tabarton, Lahlgh, 
Luzarna, Lyoombg. Mifflin, kAonroe. Montgomery, 
Montour, Northampton, Northumberland, Parry, 
Phiadalphia. Pfca, Porter, SchuyViil. Srtyder, SulKen, 
Suaquehenne.T1oge, Union, Wayne, Wyorrirrg, York. 
Pltsbtagh 15222 (1000 Lberty Ave.. local. 2814233; 
statewide, l-OOO-B^-KXX)) Serves the remaining 
countlee of Pennaytvenla. 

Benefite Oflioe: 

WIkee-Barre 18701 (1327 N. Main SL) 

Vet Centen 

Erla 16501 (G. DaNei Baldwin Blvd., 1000 State SL. 
8144537055) 

Harrisburg 17102 (1007 N. Front SL. 717-762-3954} 
McKaesport 15132 (500 Walnut SI., 4124737704) 
Philadeiphia 10107 (1026 Arch St.. 215-507-0544) 
Phlatbiphia 10120 (101 E. OIney Ave., 213051-5438) 
Pfelabugh 15222 (054 Per\n Ave., 412-7631103) 
Sawtlon 16500 (050 Wyomir>g Ave.. 717-344-2676) 

National Cemeterin: 

irUientown Gap (Annviiie 17003, R.R.2. P.O. Box 484, 
717463S2S4/5) 

Phladelphia 10138 (Heines St. A LImeUb Pike; tor 
Morrmtbn.caJI Beverly, NJ. NC. 600-080-2137) 

PHIUPPINES 
Regional Ottk*: 

hUnl. a6440 (1 13t Rmn BM.. APO AP teMO. loul. 
810-Ut-7S21: tram U.S. 01 ie32 S21-7t16. •»!. 2501) 

PUERTO FttCO 
Uedcal Center: 

-Shi Juwi 00027 (IVMewtwPlua). ao»-758-7S75) 

CSnica: 

Mayeguei 00708 (Cair, Estalal 02, Frente A Res. 
Sukana, 800431-3400) 

Ponce 00731 (Reperede IndustrtaFLol #1. Calle 
Prtncfpel. 600441-3115) 

SL Crete 00853 (Box 12 RR 02. 800-7735553} 

Regional OKoa; 

Sen Juan 00036 (U.S. Courthouse & Federal Bldg., 
Cartoe E. Chardon SL, Halo Rey, GPO Box 364867, 
locaL 7635141; al other San Juan areas arxllhe Virgin 
Isfanda, 1-800427-1000) To cal Sar> Juan from U.S. 
Vegin Islands, 1-800427-1000. 

Vet Centen: 

Aredbo 00612 (52 Gonzato Marin St., 600-8794510 or 
8704581) 

Ponce 00731 (35 Mayor Si.. 800-641-3260) 

Rio Piedras 00021 (Cor\dcmir>o Medical Cenler Plaza, 
Sule LCBA & LCO, La Rrviera, 800-783-8704) 

NaSonal Cemetery: 

Puerto Rico (Bayamon 00060, PO Box 1208, 803 
7084400) 

RHODE ISLAND 
MecScal Center 

Piwidwicc 02906 (6X Clulkslofw Av«., 401- 
273-7100) 

Regional OfSce: 

Providence 02003 (360 Westmlnstei Mai. local, 
2734610; statewide, 1-803B27-1000. 
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V»tCenl»n 

Cranston 02010 (7M Pork Avs., 401 -S20-SZW) 
ProvMsnos 02004 (000 N. Msin SL, 401 -S2S-S27 1) 

SOUTH CAROLMA 
Ued ka l Contow; 

Chsrisslon 20401 (100 Bss St., S0a-S77-S0t1) 
'Colufnbit 20200 (Gsrntrs Fwiy Rd.. 803-776-4000) 

CfMct; 

Orssmlls 20601 (3510 Augusts Rd., 803-200-160(4 
Sav»nnfth 31406 (32S W. Mofttgorrary Cfo— foad a , 
012^204)214) 

R^hnal OfRoe: 

Columbia 20201 (1B01 AsaorrMy $t. tooti, 765-S661; 
ftetowWo. 1-80C^-1000) 

Vmt Cofitars: 

Columbia 20201 (1313 0mwood Ava.. 003-765-0044) 
QroemrlN 20601 (004 PondoRon 91.. 003-271-2711) 
North Charfealon 20418 (5603A RNart Av«., 603- 
747-6367) 

National Camatanea: 

Beaufort 20002 (1601 BourKlary 91.. 603-S24-302S) 
noranoe 29501 (603 E National Camalary Rd.. 003- 
669-6763) 

SOOTH DAKOTA 
Medical Cenien: 

*Fort Meade 57741 (I OCVHwy. 34. 60S-347-2S11) 

#Hol Sprboa 57747 (Off 5th SL. 605-74S-4101) 

*8kHii fait 57117(2501 W. 22nd St.. 606-336-3230) 

Raghnai Oflioe: 

SbuR FaN 57117 (P.O. Box $046, 2501 W. 22rKl SL. 
local. 336-3406; atatewkla. 1-600^7-1000) 

VatCantara: 

Rapkf CRy 57701 (610 Kansas CRy St. 60$'348-0077 
or 346-1752) 

Sbux Pale 57102 (1 15 North Ddrota SI.. 605- 
332-0656) 

Nation^ Camatariaa: 

Black Hila (SturgN 57765, P.O. Box 640, 605- 
347-3630) 

Fort Meade 57785 (VA Medical Center, tor Information, 
oall Black Hlla. SO. NC. 605-347-3630) 

Hoi Sprln 9 s 57747 (VA Metfc^ Center. 605-7454101) 

TENNESSEE 
Medea! Centen; 

-Msmphls 38104 (1030 Jsfleison Avs., 001-523 8990) 
#*Mountain Home 37664 (Sidney 4 Lamont St., 615- 
026-1171) 

‘Murfreesboro 37 120 (3400 Lebarxrn Rd.. 6 1 5 
693-1360) 

Naahvlle 37212 (1310 24th Ave., South, 615-327-4751) 

eSnica; 

Chattanooga 3741 1 (Bldg. 6200 East Gate Center, 615- 
655-6550) 

Cookvlle 36501 (121 S. Dhie Ave.. 615-693-1360) 
Knoxvile 37923 (9031 Croea Pwk Dr.. 615'545-4S82)} 

Regional Offioa: 

Naahvlle 37203 (110 9(h Ave. South, local. 736-5251; 
aUtawMc. 1-000-627-1000) 

VatCantan: 

Chattanooga 37404 (425 Curr^tand St, SuRe 140. 
615-752-5234) 


Note; The foloidng daslgnatione for madkal oentera 
Indicate addllonaf programa avalabla: * for nursing- 
home care unRe; i for donddlartaa 


Johneon Cly 37601 (703 8. Roan St.. 615-028-6367) 
KrKXvflle 37014 (2617 E. May>olla Ava., 615-071-5666) 
Menybla 36104 (1635 Unbn. Sula 100, 001-722-2510) 

National Camatariaa: 

ChattarKioga 37404 (1200 Balay Ave.. 615-655-6500) 
Knoxvile 37017 (930 Tyaon St.. NW, 615-020-5360) 
Menvf^ie 36122 (3566 Townee Avs.. 001-386-631 1 ) 
Mountain Home 37664 (P.O. Box 6. 61S461-7035) 
Naahvlle (Madlaon 37115, 1420 Gallatin Rd. So.. 615- 
327-5360) 

TEXAS 

Madcal Cantan: 

‘Amaritb 70106 (6010 Armrllo Blvd., Weal, 606- 
355-0703) 

*819 Spring 70720 (2400$. Gregg SL. 015-263-7361) 
i^Bonham 75410 (1201 Eaa4 Ninth, 003-583-2111) 
•‘Dalaa 75216 (4500 8. Lartcaalar Rd.. 214-376-5451) 
‘Houston 77000 (2002 Holoomba BM., 713-701-1414) 
‘Kanvfla 76026 (3600 Memorial BNd.. 21C696-2020) 
Marlin 7G661 (1016 Ward 91.. 817-663-3511) 

‘Sen AMonb 78264 (7400 Merton Mbtar Blvd.. 210- 
617-5300) 

«‘TanvM 76504 (1001 S. First. 617-776-4611) 

O'Waoo 76711 (4600 Mamorial Dr.. 817-752-6561) 

CSntca; 

Austin 76741 (2001 Montopotls Drive. 360-7101) 
Beaumont 77701 (3365 Fannin SI., 400-630-2460) 
Corpus CNbll 76405 (5263 06 Brownevlb Rd., 512- 
512666-3251) 

El Paso 70025 (5010 Brook Holow Dr.. 015-540-7811) 
Fort Worth 76t04 (300 W. Roeadaia SL. 617-335-2202) 
Laredo 76043 (2350 E. Saunders Ave.. 512-725-70GO) 
Lubbock 70410 (4002 34th SI.. *10. 006-706-7000) 
LufUn 75001 (1301 Frank Ava.. 400-637-1342) 

McAllen 76501 (2101 S. Rowe BM.. 210416-7147) 

Sen Antonb 76220 (0502 Computer Or.. 21(^617-2645) 
Vbtorta 77001 (2710 E AMne Dr.. 512-572-0006) 

Regional Ofticaa: 

Houston 77054 (8000 Ukes at 610 Dr., beat, 664-4664; 
slatewida. 1-600-627-1000, sanrae oountlas of Angelina, 
Aransae, Ataooaa. Austin, Bar>dara, Baa. Bexar. Blanoo, 
Brazoria, Brewster, Brooks, Celdwel, Celtoun. 

Cameron, Chambers, Cobrado, CorrU^ Crockett, DeWin, 
DirnM, Duval, Edwards, Fort Ber>d, Frb, GeNeslon, 
Gltba^e, Goliad, Gonzabs. Orimaa. Guadalupe, Hardb, 
Hairb, Hays. Hidalgo, Houston, Jackson, Jaapar. 
Jefferson, Jim Hogg. Jim Welb, Karnes, KandaN, 

Kenedy, Kerr, lOmbb, Kbney. Kbberg, LaSele, Lavaca, 
Lberty, Lkra Oak. McCuloch, McMuIbn, Mason. 
Matagorda, Maverick, Medina. Menard, Montgomery, 
Neoo^ochee, Newton, Nuecee, Orange, Peooa. Polk. 
Reel. Refugb, Sabine, San Auguatirta, San Jacinto, San 
Patricb, Schleicher, Shtiby. Starr. Sutton, Terrali, Trinity, 
Tyler, Uvalde. Vel Verde. Vldovla, Walker, Water, 
Weshir>g1oft, Webb, Whertor^ Willacy. Wilson, Zapata, 
Zavala) 

Waco 76790 ( 1400 N. Valley Mills Or., bc^. 6t 7- 
772-3060; stalewida. 1-600-827-1000) Serves rest of the 
stale) Bowie County served by LRlIe Rock, AR, Regional 
Offba. 1-600627-1000. 

Benefha OtHoee: 

Daiba 75242 (Santa Fa Bldg., 1 1 14 Commaroa St.) 

Fort Worth 76104 300 W. Roaedab St) 

Lubbock 70401 (Federal Bldg.. 1205 Taxas Ava.) 

San Antonb 76220-2041 (3601 Bluemal Rd.) 

VatCantara: 

Amarib 70100 (3414 E. Otsen BNd.. SuRe E.. 606- 
376-2127) 

Austin 76723 (3401 Manor Rd., SuRa 102, 512- 
4766607) 

Corpus CbbU 76404 (3166 Raid Dr., Sula 1. 512- 
686-3101) 
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Daltas 75244 (5232 Forest Larw. Suite 1 11. 214- 
361 >5886) 

El Paso 79003 (2121 SI.. 015 S42-2651) 

Fort Worth 76104 (1305 W. MaQfKrfla. SuHe B. 617- 
921-3733) 

Houslor> 77004 (4005A San Jacinto. 713-522 5354 or 
522-5376) 

Houston 77007 (B100 Washington Ave.. Suite 120. 713- 
880-8387) 

Laredo 78041 (6020 tvIcPherson Rd. #1. 512- 
723-4680) 

Lubbock 79410 (3208 34th St.. 806-743-7551) 

McAllen 78501 (1317 E. Hackberry St.. 512-631-2147) 
Midlar>d 79703 (3404 W. Illinois, Suite 1, 915- 
687-8222) 

San Antonb 78212 (231 W. Cypress St.. 512- 
229-4025) 

Naliona! Cemetarim: 

Fod Bliss 79906 (5200 Fred Wilson Rd.. P.O. Box 6342. 
915-54&6182} 

Fort Sam Houston (San Antonio 76209. 1 520 Harry 
Wurzbach Rd.. 210-820-3891) 

Houston 77036 (10410 Veterans Memorial Or.. 713- 
447-8666) 

Kerrvlle 76028 (VA Medical Center, 3600 Memorial 
BK/d. For information call Fori Sam Houston. TX. NC, 
210-820-3801) 

San Antonio 78202 (51 7 Paso Horvdo St. For 
inlormalion. call Fort Sam Houston. TX. NC, 21(^ 
820-3891) 

UTAH 

MecScal Cenien 

*SaR Lake City 84148 (500 Foothll Or.. 801-582-1565) 

Regional Office: 

Sal Lake City 84147 (P.O. Box 11500, Federal Bldg., 
125 S.State St., beal. 524-5960; statewbe, 1-800- 
627-1000) 

Vet Centere: 

Provo 84601 (750 North 200 WesL Suite 105, 801- 
377-1117) 

Sal Lake City 84106 (1354 East 3300, South. 801- 
584-1294) 

VERMONT 
Me(£cal Center 

*WhHe Rkrer Junction 05009 (N. Hailtand Rd.. 802- 
295-9363) 

CSnics: 

Burlington 05401 (Appbtree Bay Medical Center. 1205 
North Ave., 802-864-4402) 

North Troy 05859 (Mobile Clinic. American Legbn Post, 
802-296-6399) 

St. Albans 0M76 (Mobib Clinic, Highgate Shopping 
Center. 802-296-6399) 

Regional Office: 

Whhe River Junetbn 05001 (N. Hartland Rd., beat. 296- 
5177; statewide, 1-800-827-1000) 

Vet Centers: 

Burfington 06401 (350 Dorset St., 802-862-1806) 

Whie River Junction 05001 (2 Holiday Dr.. Gilman 
Office Bldg. 82. 802-205-2900) 

VIRGINIA 
Medical Centers: 

#*Hampton 23667 (100 Erruncipstion Dr.. 804-722- 
9961) 

*Rchmond 23249 (1201 Broad Rock Rd., 804- 
2300001) 

*Salem 24153 (1070 Roanoke Blvd., 703-982-2463) 


anhe: 

Norfolk 23508 (6500 Hampton Blvd., 804-444-5517) 

Regional Office: 

Roanoka 2401 1 (210 Franklin Rd.. S.W., beat, 982- 
6440; statewide. 1-600-827-1000) 

Northern VIgbla counties of Arlington k Fairfax, dies 
of Abxar>drb, Fairfax, Falls Church served by 
Washbgton. D.C.. RO. 202-872-1151. 

Vet Centers: 

Norfolk 23518 (2200 Colonial Ave., Sule 3. 8Q4- 
623-7584) 

Richmond 23230 (3022 W. Cley SI., 604-353-6958) 
Roanoke 24016 (320 Mountain Ave., SW. 703- 
982-6429) 

SpringfieU 22150 (7024 Spring Garden Dr., 703- 
86&0924) 

Nation^ Cemeteriea; 

Aiexartdrb 22314 (1450 Wikes St., for bformation, call 
Ouantioo. VA. NC, 703^90-2217) 

Bale Bkjfl (Laasburg 22075, for Irlormation, call 
Culpeper. VA, NC, 703-6254)027) 

City Point (Hopewell 23860. lOlh Ave. k Davis St., for 
formation, call Richmond, VA. NC. 804-222-1490) 

Cold Harbor (MechanlcsviHe 23111, Rt. 156 North, for 
inforimtion. call Richmond. VA. NC. 804-222-1490) 
Culpeper 22701 (305 U.S. Ave., 703-825-0027) 

DanvtBe 24541 ^72^ Lee St., for information, call 
SaBsbuiy, NC, NC. 704-636-2661) 

Fort Harrison (Richmond 23231, 8620 Varina Rd., for 
Informa Ibn, call Richmond. VA. NC, 804-222-1490) 
Glandab (Rbhmond 23231, 8301 Willis Church Rd., for 
informetion, call Richmond. VA, NC. 804-222-1490) 
Hampton 23669 (Camelary Rd. at Marshall Ave., 804- 
723-7104) 

Hampton 23669 (VA Medical Center, 804-723-7104) 
Ouantioo (Triangb 22172, P.O. Box 10. 18424 Joplb 
Rd.. 703-690-2217) 

Richmor>d 23231 (1701 Wiifiarrwburg Rd.. 604- 
222-1490) 

Seven Pines (Sandston 23150, 400 E. Wflliamsburg 
Rd., for Wormatbn, call RichrTM>rtd, VA. NC, 004- 
222-1400) 

$laur>ton 24401 (901 Richmond Ave., for Inlormatbn. 
call Culpeper, VA. NC, 703-825-0027) 

WbchMter 22601 (401 National Ave., for inlormatbn, 
eatt Culpeper, VA, NC, 703-825-0027) 

VIRGIN ISLANDS 
Vet Centera: 

St. Croix 00620 (United Shopping Plaze, SuRe 4 
Chrlstiansted. 809-778-5553 or 778-5755 
Sf. Thorrws 00601 (Hanrensight Mail. 809-774-6674) 

For Inlormatbn on VA benefls, call 1-800-627-1000. 

WASHINGTON 
Medcal Centers: 

*Seanie 96108 (1660 S. CoiumbUn Way. 206-762- 
1010 ) 

*Spokane 99205 (N. 4815 Asserrhly St.. 509-328-4521) 
f^acoma 98493 (American Lake. 206-582-6440) 
*Wal(a WaRa 99362 (77 Wahwright Dr.. 509-525-5200) 

Regional Office: 

Seattle 98174 (Federal Bldg., 915 2nd Ave., bcal, 624- 
7200; statewide, 1 -800-827- 1CXX)) 

Vet Centers: 

Seattle 98121 (2230 Bth Ave., 206-5$3-2706) 

Spokane 99201 (W. 1708 Mission St.. 509-327-0274) 
Taconw 98467 (4816 Center SL. Suite E. 206- 
473-0731) 
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WEST VIRGINIA 
Uedcal Centen: 

*BKU*y 25801 (200V«tar«ntAv*., 304-255-2121) 
Chrtobuig 26301 11 Medical Ccniat Dr., 304- 
623-3461) 

Hunlington 25704 (1540 Spring Valley Dr., 304- 
4286741) 

rMarllneburg 25410 (Route 9, 304-263681 1) 

Regional OfHoe; 

Huntington 25701 (640 Fourth Ave., loeal, 529-5720; 
«M«wid«,1-BOO-027«1OOO; CounItM of Brooko, Honooek. 
M««holl,OKb, Mrvod by Pittsburgh, Ps., RO) 

VM Cantata: 

Becklay 25801 (101 Ellieon Ave., 304-252-8220 ) 
Charteelon 25302 (512 Waehinglon SI. Waal, 304- 
345-3B2S) 

Huntington 2S7Q1 (1006 6th Avs.. 304-52^4387) 
Msrtlnsbutg 2S401 (10$ 8. 8prtr>g 8t.. 304-283-6776) 
Morgantown 26506 (1101 PlnovtewOr., 304-201-4001) 
ML Gay 2S637 (304-7S2-44S3) 

Prbcslon 24740 (005 Marosr St., 304-425-5653) 
Whaaiing 26003 (1070 Markat $t.. 304-232-0587) 

Nationai Cwnatofws; 

^afton 26354 (431 Walnut St, for Inforrrwtkm call Waal 
Virginia NC. 304-265-2044) 

Wail Virginia (Grafton 26354, Rt, 2. 8or 127, 304- 
265-2044) 

WISCONSIN 
MecScat Contois; 

Madtoon 53705 (2500 Overtook Tanaoa, 508-256-1001) 
«*Mllwaukaa 53205 (5000 W. National Ava., 414* 
384-2000) 

•Tomah 54660 (SOO E, Vatarana St, 608-372-3071) 

eSnk: 

Sivarbr 54880 (3520 Towtr Ava., 71S-302-0711) 

Regional Oftka: 

Miwaukaa 53295 (5000 W. National Ava., Bldg. 6, beat, 
38366Ba, atatawWa. 1-800427-1000) 

VetCenIma: 

Madbon 53703 (147 S. Butlar St., 608-264-5343) 
Miwaukaa 63206 (3400 Wboonsin, 414-344-5504) 

National Cametmy: 

Wood (Mllwaukaa 53295, 5000 W. National Ava., BUg. 
122. 414-382-6300) 

WYOMNQ 
Medfcaf Cantor 

*Chayanna 82001 (2360 E. Parihing BM., 307- 
778-7550) 

Sfwridan 82801 (1698 Fort Rd., W7472-3473) 

Regional OtKca: 

Chayanna 82001 (2360 E. Parahng BNd.. local 778- 
7386; atatawida. 1 •800-827- 1000) 

Itot Cantors; 

Caapar 82601 (1 1 1 S. JaHerson, 307-235-8010) 
Chayanna 82001 (3130 Handarson Or., 307-778-7370) 


Noto: Tha folowlng dasignatlont for madleal canters 
irtfeata addlional programa avalabta: * for nursir>g- 
homa cart unit; # for dorrMlarlaa 
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Headstones and Markers 37 
Health care 40 
Home loan guaranties 16 
Homeless veterans 47 
Hospitalization 40 
Housing insurance 27 
Income, related to medical care 40, 46 
Insurance 23 
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Overseas benefits 49 
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Overseas Cemeteries S6 
Passports 56 
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Dependents 32 
Improved pension 7 
Protected pension 7 
Survivors pension 31 
Veterans 7 
Persian Gulf War 
Registry 43 
Treatment 44 
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Prisoners and parolees 2 
Prisoners of war S, 34 
Prosthetic services 45 
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Readjustment counseling 45 
Reemployment rights 50 
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Small Business Administration 55 


Social Security 53 
Spanish, Introduction in 3 
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Supplemental Security Income 55 
Survivors beneflts 30 
CHAMPVA 46 
Compensation 30 
Death gratuity 58 
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GI BiU death benefit 33 
Medical Care (CHAMPVA) 46 
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C^\ Dapartinwitof 
VmnnaAfraIra 


Women Veterans 



Health Programs 


Including 
Sexual Trauma 
Counseling Services 



IiOndueliom 


A mimber cf women vcteniu were victinu of 
Kxnnl aianh while ierving on active roilitaiy 
duty. WUk lome of iheK women heve aon^ 
cotmseling for their sexual trauma, many women 
have never discussed their assault with anyone. 
They art vesy uncomfortable talking about it now, 
and even wcnder if they can, or if it would matter. 
Yet, these women know that they have *Tiot felt the 
same" since it occurred. 

Unfortunately, this is a very comnKni reaction of 
victims (tf sexual assault Many events ate never 
repotted. There are reasons for this silence, many 
of them baaed on misconceptions about women 
who have been victimued sexually. Nearly one- 
third of all tape victims develop Post Traumatic 
Stress Disorder (FTSD) sometime during their 
lifetime. PTSD symptoms are often accompanied 
by physical problems and generally “not feeling 
weU." 

Department of Veterans Affairs (VA) health cate 
professionals are sensitive to the experience of 
sexual assault and the impact it can have on a 
victim's physical and emotional health. They 
understand the feelings of fear, anxiety, shaim, 
anger and embanassment that victims of sexual 
assault can have when they try to talk about their 
trauma. VA health cate professionals can help 
women who ate coping with the trauma of sexual 
assault to regain th^ confidence, self esteem, and 
quality of life. VA provides cooTidential, priority 
counseling and related health care services to 
eligible women veterans. 
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Q. Whai Is tht WomsH Vhenuu Hsaltk Programs 
Aciofimr 


A. Public Law 102-5S5, Veieraiu Healcb Care Act 
of 1992, Utle I • Women Veterans Health 
Programa, enacted November 4, 1992, 
established programs to improve health care 
services for women veterans, including priority 
counseling for sexual trauma and related bealA 
care services to eligible women veterans. 

Q. Who Is shglhkfor'eara umdtr ths WomoM 
VsteroMS Health Programs Act of 1992? 

A. VA may provide counseling to women veterans 
who VA determinet require such counseling to 
overcome p^chological trauma. The tnuma 
may result fiom a physical assault of a sexual 
nature, battay of a sexual nature, or sexual 
harassment which oocuired while serving on 
active military duty. Public Law 102-385. 
defines sexual harassment as repeated, 
unsolicited verbal or physical contact of a sexual 
nature which is direateoing in character. 

Q. Whsa must a womaa raUroM ssok can uiulor 
the Women Velmuns Health Programs Act of 
1992? 

A. Currently VA may provide counseling services 
through December 31, 1995. 1b be eligible to 
receive counseling, a woman veteran must seek 
counseling from VA within two years after the 
date of her tUschaige or release from active 
military service. Currently a woman veteran 
who was discharged or released from active 
inilitBiy aer^ce iKfore December 31, 1991, 
must seek counseling frean VA prior to 
December 31. 1993. 



Q»ls a wmam veteran ehglhle to receive care for 
sexnal trauma, allhomgk the assault was never 
nported when It occurred? 

A. Yea. To be eligible to recave sexual trauma 
counaeling and related health care from VA, 
there is no requirement that a woman veteran 
must have reported the sexual tnuma when it 
o ccur red or at any time during her active 
military service. 

Q. Where can a woman veteran receive care or 
more is^fnmation regqrddngdu VA sexual 
tratuna services? 

A. A woman veteran seeking counseling and 
related health care for sexual tnuma should 
contact the Women Veterans Coordinator at tiie 
nearest VA medical ccater or vet center for 
assistance. The telephone number for the 
medical center or vet center can be found in the 
telqihone directory under *U.S. Government** 
listings. 

Who! it dbflMttQr eompensahon and who Is 
eUgMeferdtisbengflt? 

A. Veterans irim are disabled by injury or disease 
incurred or aggravated during active service in 
the line of duty during wartime or peacetime 
service and discharged or separated under other 
than dishonorable conditiems are eligible for 
monthly payments from VA The amount of 
these payments, called disability compensation, 
is bea^ on the degree of disability. Disabilities 
are rated from xcro to 100 percent disabling, in 
increments of 10 percent If there are two or 
more disabilities, the individual percentages of 
each are used to determine a combined disability 
evahiatioo. Compensatioo is not payable at the 
xcro percent level. 



Q.Cmtwomamr1enm»howutttitrltllMn/ 
Hsmor oMiift wMb irnfaf M acA* Aiff 
qaaHtyJor ditablUtj tempmaHomT 
A. VA any pty compcBMtioB to a woum votna 
for dinbilities inclined or ig^vatd in the line 
of duly, including diubililiee or iqnrici 
lerulting Grom lexuil nunu. Al/Ueniu 
Bcnefiti Counielor (VBC) at » VA medicul 
center or legiaiial ofBoe can explain die 
compmiatioo program in greater detail and 
asnit in 61ing a claim. Infcrmaticamqraltobe 
obtained by calling 1-800-8Z7-1000, and 
tpeaking with a VBC at the neaieit VA regional 
office. 


Q-Doa a wamm ntUran who war <hr rfctiai ef 
eeninf oimiiA wMZr eerrlng en onfi* diify 
euromatfcnf^ p mH fyfvr dUaUUtj 


A.No. Aa itated above, payment of oompentation 
ii based on the degree of the lervice oonnected 
disability or disabilitiea. VA must first 
determine whether there are cuneat disabilities 
related to military service. If disabilities are 
deemed service related, VA then evaluates the 
degree of disability, which determines the 
amount of compensation payable. Once again, 
compensation is not payable for a lero perceat 
evaluation. A woman who hu been the victim 
of sexual trauma may or may not have residual 
disability which can be deetned service 
connected, or may exhibit reaidnals whidi are 
not compensable 0.e., evaluated at the sera 
perceiM level). 


<2- Oees sexnnf aiaanh bear an tatpacr on the 
mental anifphytfenlAoaU^^the rlcUmf 

A. Having been the victim of rape appears to 
significantly impact on the overall health of the 
victim. According to the I98S report, Itape in 
America,'’ nearly one-third (31%) of all rape 
victims develop Boat Tksum^ Streu Disorder 
(FTSD) sometime during dieir lifetime. 
Additionally, researchers are beginning to notice 
a irlationchip between FTSD symptoms and an 
increase in physical health problems and reports 
of “not feeling well.” 

(IWhsHi Pait ThuimaUe Sina Dbafdtr 
(fTSDfl 

A. Post Danmatic Stress Disorder is a recurrent 
emotional reaction to a terrilying, uncontrollable 
or life-threatening event The symptoms 
frequently develop after a person’s sense of 
safety and security is violated. Individuals with 
FTSD experience a variety of symptoms that 
often impede their daily Uvea. These may 
include sleep disturhances, nightmares, 
emotional instabiUty, feelinp of fear and 
anxiety around seemingly non-threatening 
situations, impaired ooncenlistion, and increased 
stress or problems in intimate and other 
interpersonal relationships. These reactions are 
common after a iraiuna and are part of the initial 
adjustment process. 


Q, What other problems art commonly associated 
with rape-related FTSD? 

A. Recent research shows that women who have 
experienced rape or other violent crimes ate 
more likely to develop {voblems with 
depression, drug and/or alcohol abuse, and 
suicidal thoughts than women who have not had 
such an experience. Also, it is not uncommon 
for women to feel shame, guilt or confusion 
about the rape itself. 

Q. What kind of help does a person with some of 
these symptoms need? 

A. Frequently, people exposed to life-threatening 
tnuma boiefit from psychology counseling. 
Talking about one's experience, symptoms, fears 
and conoena with a trained professional usually 
results in die reduction of such problems and 
helps a person reitoR his/her sense of personal 
saf^. Mctiins of sexual assault or harassment 
have been snooessftilly treated in both individual 
and group therapy settiiigs. 


Q, How does a woman know whether she needs 
treatment or what kind of treatment would be 
best for her? 

A. If a woman has been the victim of a sexual 
assault and is experiencing any of the symptoms 
mentioned above, or if she has experienced a 
general and continuing feeling of personal 
discomfort, the most important thing for her to 
do is h> receive an evaluation by an approjmate 
health care professional who knows alwut the 
impact sexual assault can have on a perscm's 
physical and emotional health. The health care 
professional can provide advice regarding 
available treatment options or an ap(nt^^ 
referrsL 
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Q. I have never discussed my assault with anyone 
and 1 am very frightened about talking about it 
now, and even wonder {f I can. What can / do 
about this fear? 

A. Unfortunately, this is a very common fear of 
women who have been the victims of sexual 
assault. In fact, it is estimated that only 
sixteen percent of the rapes that occur in this 
country are ever officially reported. Many of 
die reasons for this silence are based on 
society’s stereotypes of women who have been 
victimized sexuaUy. It is important to remember 
that health care professionals have become 
increasingly sensitized to the experience of 
sexual assault and the impact it can have on the 
victim. As a result, they art much more able to 
respond to the fears and anxieties you are 
experiencing. They will also understand the 
difficulty you have in discussing them with 
another perstxi and will be able to help you 
express yourself in a way that is most 
comfortable for you. 



The Women Veterans Health Program 
includes: 

• Priority outpatient counseling services and 
related health care services; 

• Education and counseling on the normal and 
expected responses to sexual trauma; 

• Assessment of the specific problem(s); 

• Treatment to assist with restoring physical 
and emotional health; 

• InfOTmadon and referrals for services and 
benefits available. 

For more information: 

We welcome inquiries about any aspect of the 
Women Veterans Health Programs Act of 
1992, including VA sexual trauma counseling 
services. To find out more about the VA health 
care services for women veterans, contact the 
Women Veterans Coordinator at your nearest 
VA medical center or your nearest VA vet 
center or VA regional office. 



You can get more information by calling 
1-800'827>1000 or by contacting the VA regional 
office, medical center or vet center near you. 


VA Pamphlet lO-lM 


June 1993 
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HVORSEMENTS FOR THE PROJECT 


Our tM priority hm to babnatdngki oar paoph. 

PRCaiDCNT CUMTON 


I am alufayg imprttmd by the actptional prt>^t»*ionaU»m of 
the women in our armed foreeo. WRSli* to be applauded for 
ite efforte to link ihie unporiant pool tf talent and effieiency 
with eioiliarijohe. Bueineeeee xoon^t find greater potential in 
proepectioe employeee than that offered by our women veterane. 

RC^. O.V. *SONMV* MOMTOOMtltt (D*MS). CHAIUMAN. 

House VmitAMS ArrAiRs Committik 


Paopla ora our gn t tmt aaaed. Wo need to make euro Ihotthooo having 
thaOapai tin an t otDolo na aarotraotodftdttfInmtumfortha mrtIk oa 
they made whBamndng our country. TranafaertngthaekSdaefournMtary 
and oMda n work fOroaholtal to the aeonondetocoeory and o/o d b ei ng oi 
our eonununMaa. 

SftCMtTART or DsrKNSC CM ASPIN 


/ applaud WRETs efforte to brinf together private bueineeeee 
and government ageneiee with the talerUe of our eeparating 
women veterane. 

Rcr. RATNICIA ftCHROKOCR 
Houst ARMID MRVICM COMMITTIt 


KthoAmarleanworttfotoamawholaUtoanloyahlgh e iandardofdelng 
In dta Aifurit and d Amartca la to ba aompoddvo in tba world acononty, 
govomnront nueet otand ready to anoooraga tboprfvoto eaetor aa a wbdo 
to treat Ita work foreaaalta moat praehuaaaaat 

9CCRCTART or iAROR RORCRT fICtCM 


leommend WREI fi>r ite impreeeive ef/brte to promote civilian 
Job opportunitiee /br women ueterane. 

•CN. Tco KCNMOeV <0'MAC CHAIRMAN. 

•CNATI LAOOR and HUMAN RBROURCBS COMMITTM 

The OMperienee and leoderehip talente of theee leaving our 
armed fhreee will bean aeeet to our bueineeeae and induetriee. 
I whoMieartedfyeupportWBEre efforte to link bueineeeee 
and aeeoeiaiionM with tkie t alen t ed and u ^erie ne od group of 
eeparuting womwt oeterune. 

•cm. NAMCT KAMCCAUM (II’KS>. RANKINO RcrwOUCAN, 
•CNATC t.AMOR AMO HURIAM RCOOVRCCR COMMITTIC 


I 
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1 ttnmgly encwingt private aeetor empU^ra to eonaider our 
natwn*$ women veteran* when hiring. The *kiU*, experience, 
and dedication which th^ have developed during their ten- 
ure in the armed forte* wtndd be an a**et in any bueineea 
endeavor. 

Tim HUTCHiNftON (R'AR), 

HOUSS VKTKRAMS ArPAIR* Committic 


Our won%en veterane have made the came eocrifice* a* the men they eerved 
aion^ide and deeerve the tame of^portunitie* for employmeni when they leave 
the military. I am thankful that now, through the effort* ofWRSl, an impor- 
tant firtt etep it being taken to provide that equal opportumty. 

Rkr. Ronald Dklcumr (D'CA), CHAmnAN, 

Hours armbd sbrvicer cohmittbb 


WA£/ it dmng the economy, the butinett community, and 
the veterane a real terviee by providing thi* bridge between 
military eervice and civilian employment. I view thi* pro- 
gram a* an tq>portuniiy to tuppori thote who have oerved u*. 

Rbr. Jonn La Falcb (D*NY), Chairman, 

Hours Small Surinbrr Committkk 


In an era of reduction* in our armed force* pereonnel, WREr* “Hire a Vet^ 
prq/eet provide* a vital tervice to both veUran* arui buaine** by promoting the 
ekilUofthe women in our armed force* and their ability to make a aignificant 
contribution to our nation** private enterpriee*. 

Rsr. Conrtancs MORBLLA (R*mo>. 

SCIBNCB. SRACt AND TKCHNOLOOV COMMITTSB 


/ enthuaiaatically tuppori WREFa project encouraging corpo- 
rate America to hire women a* they leave the military. The 
many and varied akill* that military worrten have i* imprea- 
aive. Fluor Corporation ha* found that the** women have the 
iaehnleai experftoe, naotivaiioHf and diaeipttne needed 
in the preaent oorr^titive buaine** elimaie. It make* good 
aerwe to copita^ise on thi* proven reaource a* we inveat in 
the future. 

LsRMB a . McCraw. Chairman and CEO. 

Fluor corroration 


a 
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Ford Motor Company tuu a long and proud kiotory of providing employment 
cfiportuiuty to all conetitueneieap including veteran*. Our eiqterienee with 
veteran*, both men and women, ha* given u» a genuine appreeiation /or the 
i m iti at i o a, oetf-dieeipUna, eaperiomea, and teehnleai and adminietrative 
ekiile they bring to a highly competitive induetry. We acknowledge the impot’ 
tance of program* dedgned to return aeeompUehed veteran* to private eector 
employment and we commit our eupport to the*e goal* and olffeetive*. 

JACK HALL, Vice MMIMNT. EMPLOrKK RKLATlONS. 

FORD MOTOR COMFANT 


Aeeoeiated Builder* and Contraetor* eneouroge* the talented 
women leaving mUitary eervice to explore the rewarding 
ooneer opportunitie* awaiting them tn the eonetruetion indu*‘ 
try. The eonetruetion woH^bree i* changing and contractor* 
need to attract the brighieit and the beet/ ABC i* proud to be 
aeeoeiated with WRSI. 

8TCVCN O. WROTRA. iMMeOlATt FARt FRKRIDKNT 
Arrociatsd builocrr and Contractors 


It give* me particular pleaeure to comment on the enormouely talented reeourte 
pool we have eoneietently found in women veteran* who have become Betac 
Corporation employee*. Wteih/tr aeeigned to demanding irtformation eyetem* 
engineering taehe or in more traditional eupport role*, women veteran* have 
more than held their own in eomparieon to their male peer*. They are highly 
motloaiedfpoee*** a etrong dodioatioH topradueing quatiiy toorhf and 
are aUeniioe to meeting gw^foei deadline*, 

earl F. lockwom. frcsidknt and CEO. 

BtTAC Corpora noN 


The main reeource of Lockheed Support Syeteme, Inc. i* it* 
employee*. A* eudk, it i* imperative that we have well-trained, 
profeedonal employee*. Since 1980, tSSJ ha* looked U> veter- 
an* to fill theee requirement*. They have not dieappointed u». 
Too often, companiee oveHook women for high-tech poeition*. 
At L^I, however, we have found that women veteran* are 
highly qualifted for theee Jobe. Our workforce indudee women 
aircraft mechanic* who o/v rttponsible for working on highly 
eophieticated equipment In many ease*, live* depend upon 
their performance. The training theee women received m the 
military ateuree our cuetomer* top eervice with an emphaei* 
on eafiety and quality. The mUitary experience cf theee women 
assure* net only toehnioal abtlity, but dodieaHom, 'eommU- 
meni, and pride in their work a* welL I believe our veter- 
an* thould be coneidered a top reeource for any corporation. 

1 9tron^y recommend that any corporation conaider women 
veteran*, to provide a diver**, higMy dtilled work f orce. 

MOBCRT E. TOKSRIfO. FRCSIDCNT. 

LeCKHISD BWPPORT BVSTCMS, INC. 


4 
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’^'A WORD FROM WREI 


In recent years* the Department of Defense has greatly 
increased the number of women it employs* not only in its 
civilian workforce but also in its uniformed forces — the 
Army, the Navy, the Air Force, and the Marine Corps. 

As the number of women in uniform has grown, their 
opportunities to be trained in a variety of job skills— many 
of them not ^traditional* for women — ^have also grown by 
leaps and bounds. 

It surprised me to learn the extent of the education 
and training that enlisted personnel as well as officers in 
our armed forces undergo. And typically it*s not *one-shot* 
training-»our military are encouraged and expected to 
keep on honing skills and learning new ones. So while the 
idea that workers need to engage in life-long learning may 
still be somewhat novel among civilian workers, it is a 
given for military men and women. 

The nation’s investment of our corporate and individ* 
ual tax dollars in training military personnel is, of course, 
to ensure that we have an effective defense force. But it is 
an investment in human capital that can strengthen your 
company’s bottom line, as well. 

Because not everyone who joins the srmed services 
remains in the active force for a full career. Even men and 
women who atay in for 20 yean or more, or who retain a 
Reserve or National Chiard status, will eventually be look- 
ing for a place in the dvilisn labor force. 

Moreover, the ongoing drawdown of our active duty 
forces means that many thousands of capable, well-trained 
men and women who under other circumstances would 
probably make a career in the military are leaving early. 
Over this fiscal year (1994) alone, more than 300,(X)0 peo- 
ple will be leaving the active duty forces. Some 36,090 of 
these veterans will be women. 

Women veterans have job skilla — in many cases, skills 
not traditional^ aaaodated with women. Women veterans 
are accustomed to learning new skilla because they have 
been in aervicea that are geared to continuous training as 
a necessity in a complex, high-tech, multi-diacipline, and 
diverse working environment Many women veterans have 
developed extensive supervisory and management experi- 
ence in an environment that teaches, uses, and values 


I 



298 


leadership. And it goee without saying that wonien veter- 
ans are azperienoed team-players in a workforce where 
diversity is the norm. 

In short, employers can be confident that a woman 
making the transition firom the armed forces to civilian 
empkiymant hat already proven she has what it takes to 
ha a produetiva and dependable worker. Women veta will 
bring vital skills to your qMratian, bring talent and diver- 
sity to your w oikfofc e, and give your company the chance 
to benefit very directly from the investment you have 
made in the armed forces of the Unitad States. 

Hut handbook is intended both to encourage you to 
employ women veterans and to give you practical tips on 
how to go about it We offer profilea of a number of women 
votarans who aiempliiy what we mean when are say *Hire 
a Vet • She’s a Good Investment* We tell you about soma 
companies that have already ditcovered the truth of that 
masim We let you know bow to gain access to U.S. gov- 
errunent programs designed to help you connect with vet- 
araiu who have the particular skills and/or experience you 
are looking for, as well as to programs that can assist in 
retraining veteraru with the govenunent footing the bill. 

We at WREI believe that there is a natural fit between 
the skillt and talents of women veterans and the needs of 
employers 'determined to meet the competitive challenges 
of the 21st century. 

BettyDoohv \ ^ 

Executive Director 

Women’s Research and Education Institute (WREI) 
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LLS AND EXPERIENCE 


No precise data are a^ulable about the occupations of the 
women (and men) who are currently leaving or will soon 
leave the active duty armed services. However, the occupa- 
tional profile of recently- or soon-to-be-separated women 
veterans should roughly parallel the occupational profile of 
active duty women, as shown below. 


Enlisted Women 

hrfMef.flncrawrliMSMMifeip 

t k eetNiceSNlSeRetwseir M 

CMHMsicaSdm a ielilliSMKe IIS 

HetMesrs HS 

TifiMiril ipirlity 



<DM ri l<llRsra wwsiw |ai 



f 10 9 30 « SO 

IWeMW Si OReepMlPMf Otoww 


FTISMdNtopMHSiiON WtyPehMN lfMs>ww Pete C— Sir 
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IVE DUTY ROLES 

Media attention to the 1990-91 engagement of 
U.S. forces in the Middle East — Operations 
Desert Shield/Deeert Storm — hi^ilighted as 
never before the great variety of jobs that 
women are assigned in our contemporary 
armed forces. Stereo^rpee were shattered in 



countless American homes as the 
media gave daily coverage to the roles 
of women who went in harm's way as 
members of the Anny, Navy, Mmine 
Corps, Air Ptece, and Coast Guard. 

As women leave the active duty 
services to enter the civilian work- 
force, it is useful to remember the jobs 
done by military women sent to the 
Persian Gulf. Here are some of them: 



4 isdb snf iikiean apster aedi «i 
ssambbwMhiaifivgnihriehF- 
sedps krnahf mtf MatiMs 


ADMiNISTRATIVS SUVPOaT • 
AiaCSAPT MSCHANIC • AMSU- 
LANCC DRIVBa • AVIATION ORD- 
NANCa TECHNICIAN * SOILER 
TECHNICIAN • CHIEF ENOINEER 

• COMSAT 8IONALER • COMMU- 
NICATIONS • COOK • DAMAOB 
CONTROL ASSISTANT * DENTIST 

• DIETICIAN • DININO FACILITY 
MANAGER • ELECTRICIAN • 
PLIGHT OPERATIONS CLERK • 
POOD SERVICES OFFICER • FUEL 
HANDLER • F-H I F CREW CHIEF 

• HEAD OF SHIP'S FOUNDRY • 
HEUCOPTCR PILOT * INFORMATION 
MANAGEMENr INTELLIGENCE 
ANALYST » LEGAL SUPPORT • 
MOO GUNNER * MACHINIST MATE, 
« MILITARY POLICE • NURSE • 
PHOTOGRAPHER • PHYSICIAN • 
PSYCHIATRIST • STOCK CONTROL 
« SUPPLY • TANK REPAIR 

• TRUCK DRIVER • TRUCK 
MECHANIC • WEAPONS ASSEMBLER 
AND LOADER • WELDER 


t 
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Women also built bunkers, dug trenches, 
filled sandbags, set up and broke down tents, 
guarded encampments, and pulled KP — 
as Gls have done from time immemorial. 

Source. U.S. GenenI Accounting Office (GAOL GAQMSLA0-93-A3 
Women in the MiKtary. GAO, Wuhington, DC: 1993.) 



A sergeant driving a Mdift 
in the 52nd Suppfy Souadron ‘s 
area. 



A petty officer on the USS 
Cape Cod uses a horijontai 
mHling machine to finish a 
piece of metai hr the ship's 
boiler room. 




USarnif 
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^.'profiles 

/ 

' Veterana and Some Companies 
That Employ Them 



Peny Estes 

Amy wttrw, works in Opoliks. 
Alibom tor UNIItOYAl BOOD- 

mat mcokdPAHYiuoeM 


Peggy Ettas antarad the 
Army with a BS In maclun- 
ictl anginaaring. At an 
anginaaring affiear, tha 
taw duty at a platoon 
latdar, a tarrain intalli- 
ganca affiear, and civil 
angiiwar. and tha taw hit- 
tory up ctota at a compa- 
ny coaanandar in Barmany 
whan the Baihn Wal warn 
dowa And tha still man- 
agad to fit in courtat 
towtnit har mattaPt da- 
graa. Naw Paggy Ettas 


American Protective 
Services (APS) 

Qsklsr)d. CsHfcma 


The fourth largest security 
firm in the netion, APS hat 
bean supplying security 
profetaiontit to clients in 
industries such at trtnt- 
portation, finance, uplilias, 
high tech, dafanta, end 
health care tor almost SO 
yaart. Haadgutrtarad in 
Oakland. California, the 
company hat SI onicet 
and 12,000 employees 
acroet tha country. APS. 
which baliavat that Itt 
ampioyaat ara itt most 
important ratourca, and 
which taakt a diverta and 
dapandeble workforce, 
hat hirad ovar 100 woman 
vatarant in potiliont rang- 
ing from branch managart 
to tacurity officart. 



Christine Harper 

kAarioo Corps vototon, works irr 
BrsonvHlo. Soallt Csroltns for 
RUOKDANtL 


Whila the was an enlisted 
Marina on activs duty, 
Christine Harper finished 
har astociata degree. In 
line with har history at a 
talf-ttarttr, the continued 
her schooling at night 
while working tor Fluor 
Denial as t secretary. She 
is now the proud owner of 
a bachelor's degree in 
human rtsourcat, and har 
amployar is putting har mil- 
itary and civilisn education 
and skils to work. 


worke at a mechanical 
anginaer for Unirovab har 
transition was supported 
by har family, tha Army, 
and Michalin— jaat the 


kPe era wary ptasasrf wAA the thousamds od men 
aiNf women veterans wdhe fkaiw cfkeasn • carwer 
wHfcSchnaMhrfllalfc»naf.The#aaPtBer»*natftua- 
tiA and craattm AMUkigt tosps our caiatoniara 
aurcMaif and ua a laadhr fe tta trucUoed Mkistry. 


way tha system Is sup- 
posed to saarlL 


ram Harris. Vice prksidsnt, 

CARAarr DtVKLORMBNT AMO TRAININR, 
•CMNtlOKR NATIOMAL. INC. 



MMtMffraa ¥Mla in AiHngton. 
Vii^totGKTECHNOLOG^S 


Bfiwi1aUo$sdva n t»g0ai1hknmtunandw9ll- 
tnMmKkhntiMutlrywouklbathnlletlH 
A* cM n^pamMHr <mf alM fflte a poMm 
ofportunltyto M m t i ith tnthtkwaMeitt. 

NOKL O. WATSON. PMSIDKNT AND CEO. 
JACOSS ENOINIKSINO OflOUF tNC. 


ConsoHds tad Edison 
Company ofNaw Tock 

NwYatHtwYatk 


av 


Con Edison it an investor- 
OMWd iidiily Diet provides 
eltctric, gat, and steam 
tarvica to New York City 
and Westcheatar County— 
a combined population of 
more than eight million. 
Con Edison has hired for- 




DalneHeuck 

Air Farce valaraa. workt in 
Las Vagas. N¥ for AMSFRV 
HeAlTHCAX 


mar officers and enlisted 
personnel for many years, 
for positions throughout 
the company. Recently it 
hat focused on hiring 
junior military officera icitg 
the operating areas of the 
ccmpeny. The latest wom- 
en veterans recruited by 
Con Edison are working as 
technicsl supervisors in its 
power plants, its electric 
operations area, and Ka 
power generation mainte- 
nance organiiation. Con 
Edison has found these 
employees to be highly 
motivated and self-confi- 
dent, with a 'can do ap- 
proach to gotting the job 


What better place than 
the private sector health- 
care industry for a former 
Air Force nursaT This 
South Dakota native took 
advantage of high-pow- 
ered educational oppottu- 
nitiea in the Air Force, get- 
ting a degree in Health 
Servicea Administration 
and an MBA. After 21 
years on activa duty, she 
is putting her nursing and 
management skills and 
educatiaiMl achievemetita 
to work as a branch diroc- 
-tor in a national nursing 
service that providea sup- 
plementai nurse staffing in 
hospitals, nursing homes. 



Lori Lindholm joined the 
Navy to sea the world, and 
saw it from the flight decks 
of Navy ships— as a heli- 
copter pilot and as the 
Navy's first woman aviator 
to be a flight deck officer. 
Continuing her education 
while wearing Navy blug, 
she got har master's 
degree In systems man- 
agement and achieved tha 
rank of lieutenant com- 
mander. In a natural leap 
to civHian life, she is now a 
senior engineer in a da- 
fanse industry, working on 
a joint servicss davelop- 
merit program for aircraft 
simulation training devices. 


304 



MiehdcHaera 
Air fom nttfsn, nmts in St. 
Lam, Mitsairi fa UcDONNCli 
DOUGLAS ACKSnta^ASr 


From Madieal Sarvlea 
Coipa to pilot to initnietar 
pilot to baaa axacutiva offi- 
car to davaloping, impla- 
manting and avaluating 
flight programi — Miehala 
Moora'a axparianca whan 
aha laft tha aaivica for a 
pra-aminant aarotpaca 
company tpaaki for Hialf. 
At McDonnaU Douglat, tha 
wont from aircrew training 
to program dtvtiopmant 
rapraaantttiva, working 
with Air Forca and Navy 
cuatomara to davalop flight 
training tyatamt. Sha 
btcama an oparations 
anafyat, and now ia facili- 
tating TQM (Total Quality 
Managamant). Varaatila, 
axpariancad, a taam play- 
tr, growing on tha job-r 
Miehala Moort it an 
tmploytt any company 
would ba proud to hira. 



Nancy Ortago 

Ait Fora mtarm, rnttahttonnd 
Lnkn. mnois lalAXmiHLAlJH- 
CAKCODPOAAWN 


Nancy Ortaga had a da- 
grat from tha City Collaga 
of Now York whan tha put 
on tha uniform. During har 
tiavan yaart in tha Air 
Forca, har jobt includad 
flight oommtndar, officar- 
In-chtrga of an aircraft 
mainlananct unit, and pro- 
gram mtnagtr for aptcial 
programt. Sha tarntd a 
mattar of tcianct in aaro- 
nautica too. All providtd 
latdarthip and managt- 
mant aducation and akilla 
to put to work on tha *out- 
aida,' and Nancy Ortaga 
uatt thtm all in har pra- 
aant job, wbtrt tha it 
rttpontibla for diracting 
and managing all human 
ratourcaa for a Btatar 
manufacturing ItciHly. 



AffliV wlaran. worts in Alton- 
drat ikpimt at a CtWSUtTAIVr 
INHUAIANKSOUKtS 


At an Army partonnal 
offictr, Daborah Ptrkar 
tuptrvittd hundradt of 
toMiart, ran tdminittrative 
and logittical programt, 
and dtvalopad human 
ratourca policiot and pro- 
codurai. Major Parkar 
bantfarrad from Iht aelivt 
forcat to tha Raitrvat, 
and utad har human 
raaoureat tkiUt and back- 
ground at companiat tueh 
at Philip Morrit and Mobil 
Oil. Now tha it an in- 
dtpandtnt eontultant, 
working with govtrnmtnt 
agancitt, non-profit orga- 
niiationt, and privata 
induttry. Sha ttyt of har 
mSttry background and ila 
ralationthip to har civilian 
ctraara, *Tht Itadarthip 
and organiiational tkillt I 
latrnad, along with tha 
quality of itif-ditciplina, 
hava funelicnad at a btta 
for working in many pro- 
fttiional and partonal 
anvironmanta.* 


It 
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Terri Rn—efl 
Amrmmn. imti in AnnWa, 
r«m /Of UASON t IUN6EH- 
ausuASONa. 


With I btchclor'i dtgrM 
in phyiicil aducation in 
hand, Tarri Ruaaall ra- 
eaivad har eammiation in 
tha Miiharv Polica Corpa. 
During 14 yaara on aethra 
duly, aha aarvad in a varialy 
otfolai plana, opaf a Bona 
and training; inatruetor; 
parachutiit; NBC (nuclaar, 
biological and ehamicaO 
offiear. Now aha uaaa har 
Army axparianca in har (oh 
aa a training aupandaor in 
dM aacutily dapartmant o( 
Maaon B Hangar • Silaa 
Maaon Company— anothar . 
akilii match to civilian 
amployar raqubamanla. 



Loretta Sharod 

Ail foru wrarafl, worit in 
Loimilh, UMicty 1" UNtTCO 
MKasaMceAJFSi 


Loratta Sharod joined tha 
Air Force froth out of high 
achool, and apant 14 yaaii 
at an altctronic warftra 
tyttamt tptcialitt. She 
wat not only an inatruetor 
in that tiald, tha alto 
davatopod an altctronic 
waifara eourta. Sht trant- 
farrad what might ha con- 
aidertd 'warfare tkiHt* to 
tha civilian aactor at UPS, 
whara— no turpritt — aha 
workt in aviation aduea- 
bon. Now tha it a eiariculum 
davtiopmant technician 
Idr lha UPS aircrall tnaima- 
nanca tkilli tnhancamant 
program. Loratta Sharod it 
an aicalam aatmpia of a 
vat wheat IrtMng and ikNt 
fit civilian aactor naodt. 


Sehmeidar NnUonal, 
lae. 

fimnSiy. Wiseenan 


Founded in t93B, Schneid- 
er Nationai it tha Itrgatt 
iTuckloBd eaniar organiza- 
tion in North America, 
providing van, flatbed, 
heavy haul, and tank trailer 
trantportation tarvicat. 
Schnaidar tatvet cuatomeit 
throughout tha United 
Stataa, Canada, and 
Mexico. The firm alio pro- 
vidai direct-dial and dedi- 
cated talacommunicationi 
larvicat to buiinatiai 
throughout tha MidwaiL 
Schnaidar't tmployaai 
mutt kaap pace with tha 
damandt of iti induitry 
and ihara iti valuta and 
commitmam to conbnuoua 
improvamant. Schnaidar 
National layt, 'Woman 
vtttrani know how to 
matt challangaa in thit 
anvironmant' Woman val- 
arant have ittrttd new 
careart with Schnaidar at 
drivara and managera in 
tha trantportation and 
communicationa fialda. 
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LINKING EMPLOYERS AND VETERANS 


Hm Department of Labor, Department ^Defenae, and Department of 
Veterans Affairs all provide servieea to assist veterans in their transi- 
tion from the military to the civilian workforce. 

The following government programs are computerised systems to 
link separating military personnel with empli^ers: 

America’s Job Bank (AJB) (formerly Interstate Job Bank/UB) 

What: An automated system that keeps track of the 
job orders that employers place with various state job 
service ofBces as well as federal job opeiungs. Enables 
state job service clients to consider jobs that are 
open in other states in addition to local employment. 
Sponsored By: U.S. Department of Labor 
Where: Local job service offices * 

Who Uses It: Job seekers. Private sector and govern- 
ment emplpyera. 

Morelnlbe Contact local job service ofllce 

Defease Ontplacement Beferral System (DORS) and an electronic 
IVansItlon Bollethi Board CTBB) 

What: DORS is an automated registry of military, 
civilian, and spouse applicant inini-resnines for use isy 
potential employers; employers request these resumes 
by phone. Employers may also place job ads on the 
TBB, available to 350 military inflations worldwide; 
ads can be mailed, electronically entered, or faxed to 
the TBB office. 

Sponsored By: Department of Defense 
Where: Accessible Utrough any touch tone phone 
Who Uses It: Military service members and 
Department of Defense civilian personnel and their 
spouses. Private sector and government employers. 
More Info: Call (800) 727-3677 


* Jri> service or employment service offices ofler employers 
sseisteace ia loeeting qualified jobseekers. In most states, 
empleymeat s srviees are pari of the Departmeot of Labor, the 
DepsitBMQt of Human Services, or are a separate Employment 
Secoritir agency. Che^ the teleirfimw directery undw "State 


14 
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Addldonal trancition aMuianc« proframs for Mrricc membart: 

The Service Members Occupational Conversion 
and Training (8MOCTA), passed by Congress in 
1992, allocates $75 million for veterans* job training, to 
assist the large number of military personnel who are 
separating due to the current downsizing of our armed 
forces. SMOCTA assists veterans and employers in setting 
up a 6-18 month training program after veterans are 
hired, and will leimburse eligible employers up to 50% 
of certain veteran’s training costs. Employers can obtain 
applications from a local job service office. 

The Transition Assistance Program (TAP), sponsored jointly by the 
Departments of Labor, Defense, and Veterans Affairs, gives job-search 
assistance to armed forces members who are within 180 days of separation 
or retirement, through 3 -day workshops at military installations. 

The Disabled Veterans* Outreach Program (DVOP) 
and the Local Veterans* Employment Representatives 
(LVER) are sponsored by the Department of Labor 
Veterans* Employment and Training Service, and operate 
on a state level to offer employment and training services 
to veterans. Most DVOP specialists and all LVER are 
located in local job service offices. 

^e Department of Vetenuu Affairs has made it easier to promote the link 
between veterans, employers, and state employment officers, by housing 
state employment service representatives in a number of VA Regional 
Offloea. 


Veterans may receive training and other help to find suit- 
able employment under the Federal Job Training 
Partnership Act (JTPA). This program operates 
through JTPA service centers in each state. 


For more information about these programs, call (800) 4422-VET. 


11 
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About Women Vets — Did You Know — 

ir 4% ofliving veterans are women? 

ic the number of women veterans is expected to increase 
by 17% firom 1990 to 2010, while the number of male 
veterans will go down by 28%? 

if about 60% of women veterans have attended college 
compared to less than 60% of men? 

if 613,000 women veterans were in the labor force at 
the 1990 census? 


II 
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Facts ofi^^rking 

^^men 



U.S Department ot Labor 
Women's Bureau 



No. 92-3 
September 1992 

BENEFITS TO EMPLOYERS 
WHO HIRE WOMEN VETERANS 

Background 

Nearly 57 million civilian women participate in the nation’s labor force. Their impact has increased 
significantly in the past two decades: Today’s women own businesses, supervise employees, and work as 
craftspeople in nontraditional jobs. Their skills, abilities, and educational levels rank them among the most 
highly qualified in the world. 

Another group of women—those who have served their country in the military-form another significant pan o 
today's work force. Currently, women in the military number 211,000, or 11.2 percent of active-duty militar) 
personnel. An additional 150,000, or 13.2 percent, participate in the Selected Reserve forces. In total, there 
are more than 1.2 million women veterans in the United States and Puerto Rico. 

With military downsizings through the mid-1990s, increasing numbers of these women will be available for 
civilian jobs. The talents and skills they have acquired in the military make them uniquely qualified for 
today's highly competitive workplaces. 

Women Veterans: A New Applicant Pool 

Women veterans provide employers with a new and added source of employees. They are well educated, 
highly trained, and motivated individuals available to meet the needs of both the high-tech and service-orientet 
industries of today and tomorrow. 

Consider these characteristics: 

Women enter the military for the same reasons as men: to serve and protect their country, to 
continue their education, and enjoy the give-and-take of satisfying work. 

Over 95 percent of all women who serve in the armed forces have a high- school education. 
Many have attended or graduated from college. 
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Women veterans comprise an applicant pool with a demonstrated ability to work independently 
and to be part of a team. Many are trained in— and have mastered-rmanagement techniques and 
leadership skills. 

With few excqitions, the skills and experiences acquired by military personnel mirror those 
needed in the civilian economy. 


Skills and Experience Wtmien Veterans Bring to the Workplace 

Hiring women veterans can add to workplace competencies and may offer some added advantages. While 
women veterans’ skills run the gamut-from pilots to administrative assistants to mechanics— the following 
statistics demonstrate their range of expertise: 

About 18 percent of women officers serve as adminisintors. 

A solid 43 percent of oHlcers have experience as health-care specialists. 

Enlisted women possess an equally impressive range of skills: 

3S percent have functional and administrative support skills. 

* 14 percent are medical and dental specialties. 

1 1 percent have experience in communications and intelligence gathering. 

10 percent have worked in service and supply areas. 

9 percent are trained in electrical/mechanical equipment repair. 

During the last 20 years, the skills of women veterans have expanded into nontraditional fields. In 1973 just 
over 2 percent of active-duty military women served as craft workers, mechanics, and repair specialists. 

Today that figure has expanded to 17 percent, representing a talented group of women who, as pan of the 
military, have been regularly tested and evaluated on their skills. Many have benefitted from ongoing training 
as well as cross training in complementary areas such as personnel, equal employment opponunity, and 
recreational services. 

Additionally, women who have served in the military have acquired many of the workplace basics that 
employers value, including self-discipline, adaptability, and a sense of responsibility. Those who are highly 
trained bring leadership skills to the workplace. In addition, most women who have served in the armed 
forces are comfortable with goal setting and problem solving. Those who opt to join the Selected Reserves 
continue to receive training in personal development and leadership skills. These skills and work qualities 
readily translate to the employment setting. 


2 
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Resources for &nployers 

For employers considering women veterans for job openings, the following agencies and organizations may 
offer help: 

The Defense Outplacement Referral System (DORS), operated by the E>epartmcnt of Defense, is a mini- 
resume registry and referral system that provides employers with easy access to military personnel and thei 
spouses who are seeking civilian employment. Under the system, military jobseekers can enter their 
qualifications, education, type of work they are seeking, and geographic preferences in a computer databasi 
For a nominal fee, employers can tap into this pool of jc^seekers by touch-tone telephone and receive up u 
mini-resumes by fax or up to 100 by mail. Employers can register with DORS by calling: l-SOO-727-3677 

DORS subscribers are also eligible to advertise job openings on the system’s electronic Transition Bulletin 
Board (TBB). With compatible computer equipment, they can place their ads electronically via a toll-free 
number. Those without compatible equipment can fax or mail their ads for the TBB. For additional 
information about TBB access, contact the DORS number above. 

The National Women Veterans’ Conference (NWVC) cerates a national resource center for women in the 
military and veterans. For information, call: (303) 433-2119. 

The Veterans’ Employment and Training Service (VETS), U.S. Department of Labor, has offices in each 
state. Please check the "Federal Government" listing of the telephone directory for the nearest location. 

The national office of VETS can provide additional informtoion and referral assistance to employers. For 
more information, call: 1-800-4422-VET. 

Job service or employment service offices offer employers assistance in locating qualified jobseekers. In m 
States, employment services are part of the Department of Labor, the Department of Human Services, or aj 
separate Employment Security agency. Check the telei^one directory under "State Government* for the 
appropriate agency listing. 

The American Legion, AMVETS, Veterans of Foreign Wars, and Vietnam Veterans of America are among 
the national veterans service organizations that may be able to help in locating women veterans ready for 
work. Check the telephone directory for addresses and telephone numbers of local posts. 

The Retired Officers Association (TROA) and the Noncommissioned Officers Association (NCOA) also 
provide employers with help in finding work-ready vetmns. TROA’s current database lists over 3000 
individuals whose qualifications can be matched to available jobs. The NCOA also maintains a database 
accessible to employers, and sponsors job fairs throughout the United States and abroad. Check the telepho 
directory for addresses and telephone numbers of local posts of both these organizations. 

Disabled American Veterans, Blinded Veterans Association, and Paralyzed Veterans of America are among 
the service organizations offering help to veterans with disabilities. They are also listed in telephone 
directories. 
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The Job Accommodation Network (JAN) is a national information clearinghouse to aid employers in adapting 
the workplace for persons with disabilities, including veterans with disabilities. Toll-free numbers: 
1-800-526-7234; in West Virginia: 1-800-526-4698. 

Additional Information for Employers 

Employers should be aware of certain laws pertaining to the employment of veterans. Among them: 

Under the Federal Veterans' Reemployment Rights Statute, employers are obligated to retain or 
reinstate certain eligible employees who are vet^ans or members of the reserve forces. For 
information, call the Department of Labor's V^erans Employment and Training Service (VETS): 
1-80(M422-VET. 


Under the Federal Employment Training of Veterans Statute, companies receiving Federal contracts of 
$10,000 or more must actively recruit persons with disabilities and certain veteran populations 
(qualified special disabled veterans and veterans of the Vietnam-era). Again, call the Labor 
Department's VETS number for more informatiim. 

Workers are protected from discrimination in employment on the basis of sex, race, color, religion, or 
national origin under the Civil Rights Act of 1964, Title VII. In addition, two other pieces of 
legislation— the Americans with Disabilities Act and the Age Discrimination in Employment Act— 
prohibit discrimination. The Equal Employment (^portunity Commission (EEOC) hu primary 
responsibility for enforcement of these laws. Contact the EEOC at l-8CX)-669-EEOC for additional 
information or a poster. 

The Women's Bureau has developed this fact sheet as part of an ongoing series to help increase employment 
opportunities for women. For a list of fact sheets or other Bureau publications, please contact: 

Women’s Ekireau 

U.S. Department of Labor 
Room S-33U 

200 Constitution Avenue, N.W. 

Washington, D.C. 20210 
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department of Veterans Affairs 

Veterans Health Administration 
Washington DC 20420 


ATTACHMENT TO QUESTIONS #2 
(HONORABLE JACK QUINN) AND #7 
(HONOKABLE LANE EVANS) 


September 27, 1993 


IL 10-93-027 

In Reply To: 


10A3/116 


UNDER SECRETARY FOR HEALTH'S INFORMATION LETTER 


TO: Regional Directors; Directors. VA Medical Center Activities, Domiciliary, 

Outpatient Clinics, and Regional Office with Outpatient Clinics 

SUBJ: Women Veterans Health Care Guideiines 

1. Providing high quality, compassionate health care services to women veterans is one 
of the Department of Veterans Affairs (VA) priorities. In the General Accounting 
Office (GAO) report on VA Health Care for Women published in January 1992, in the 
subsequent Congressional hearing on health care to women veterans in June 1993, it was 
recognized VA has made substantial progress in providing quality health care to women 
veterans; however, it was also identifi^ that significant work still remains to ensure 
that all VA health care facilities can provide women veterans appropriate services. 

2. To develop a strategy to address the need for improved services to women veterans, 
the Under Secretary for Health appointed a a)mmittee to develop comprehensive 
guidelines for women veterans health care ^rvices. The guidelines produced by the 
committee address — Medical Care. Environment. Culture and Outreach. The 
guidelines were shared with the Secretary of Veterans Affairs and he has approved 
distributing them to all VA facilities. 

3. You are to distribute copies of these guidelines to the Associate Chief of Staff for 
Ambulatory Care. Chiefs of satellite outpatient clinics, and otheis involved in providing 
care to women veterans. In keeping with the iqiirit of Continuous Quality Improvement, 
I ask that you share my commitment to further improving the care provided by VA to 
women veterans by prompt implementation of these guidelhies. 



John T. Farrar, M.D. 

Acting Under Secretary for Health 


Attachment 


DISTRIBUTION: CO: E-maUed 9/28/93 

FLD: RD. MA. DO. OC. OCRO and 200 - FAX 9/28/93 
EX: Boxes 104. 88. 63. 60, 54, 52, 47 and 44 ~ FAX 9/28/93 
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Introduction 

The first manual chapter devoted to female veterans (M-2, Part I, Chapter 29) was 
published in 1986 and begins 'Planning for and providing comprehensive health 
services to women veterans is a priority goal of the Department of Veterans Affairs, 
Veterans Health Administration, which is committed to providing equitable care to all 
veterans, female and male.* Since that time, the role of women and the number of 
women serving in the military, as well as the visibility of women in the military, have 
all increased dramatically and more and more women are seeking care in VA facilities. 
Many VA medical centers have developed good comprehensive programs for the 
women under their care. However, there is a need to strengthen the programs and to 
provide better guidance to ensure consistency throughout the system. In addition to 
excellence in clinical care, education and research are essential if the Veterans Health 
Administration is truly to provide equity of access, service and benefits to the growing 
number of women veterans. This document provides guidance to VHA facilities on 
providing health care services to the women veterans who are currently seeking care 
within those facilities and to the increasing number expected to do so in the future. 
This guidance will provide the framework for a new manual chapter which will address 
the four basic areas of medical care, the environment, the culture and outreach. 



MEDICAL CARE FOR WOMEN VETERANS 
Medical Care for Women Veterans • 

A. Primary Care 

1. All VA medical centers and outpatient clinics will provide basic 

primary care for women. 

2. Primary care consists of; 

a. Intake and Initial Assessment 

b. Preventive Health Care Services 

(1) Breast screening, including mammograms 

(2) Pap smears 

(3) Other services as indicated 

c. Acute and chronic biopsychosocial care 

(1) This may include some gender-speciiic care such as 
treatment of vulvovaginitis, management of 
menopause, and counseling. 

(2) Treatment may be provided by a variety of clinicians, 
including physicians, psychologists, and Nurse 
Practitioners and Physician Assistants using approved 
protocols. 

d. Referral Coordination 

(1) Gynecology 

(2) Specialty Clinic Referrals, including counseling for 
sexual trauma, if indicated 

(3) Community Referrals 
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e. Accessing other appropriate levels of care 

(1) Inpatient 

(2) Extended Care, including Nursing Home and 
Domiciliary 

(3) Other 

3. There is a need to address barriers to access in the provision of 
primary care. Many of these barriers are created by the 
perceptions of women who may feel particularly vulnerable when 
they have to seek care from VA. As a result, they may perceive 
that they are not welcome, that they are too much a minority ever 
to receive fair or equitable treatment in the VA system, or that they 
will be unsafe or otherwise overwhelmed by the male orientation of 
the system. In order to overcome these, often erroneous, 
perceptions, two steps can be taken organizationally at the local 
level. 


a. Women Veterans Clinics - Women's Clinics function as an 
excellent entre' into the system. They can provide primary 
care to women in an acceptable environment through the use 
of general medical physicians and other health care 
providers, such as Nurse Practitioners and Physician 
Assistants. They may be expanded to provide more 
specialized care by including a gynecologist and other 
specialists on the staff as the workload justifies. The Clinic 
will also .house the data base that facilities need to comply 
with oversight requirements imposed by Congress. 
However, because the Women Veterans Clinic in most 
locations cannot meet every day and may have a waiting list, 
all VAMCs should also have Women Veterans Primary 
Health Care Teams. 

b. Women Veterans Primary Health Care Teams - These 
teams allow the medical center to identify staff who are 
sensitive to and interested in the health concerns of women. 
Team members will be knowledgeable about the medical 
needs, gender-specific concerns, community resources, etc., 
relevant to the biopsychosocial care of women veterans. 


2 
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Specific (raining can be (argeled to the teams and at least 
some team members should be available on a daily basis 
during regular working hours. The Women Veterans Health 
Care Team will consist of a core group made up of a 
physician, nurse and/or nurse practitioner, social worker, 
and the Women Veterans Coordinator (WVC) who may be 
either a nurse or a social worker on the core team. The 
WVC will serve as the Chairman of the team. While the 
team members may sec males as well as females in the 
course of their regular duties, they will function as a team 
for women veterans. They will be expected to meet 
regularly to manage (he care of the female patients under 
their purview and to identify and address areas of special 
concern for female patients in the facility. 

B. Gender-Specific Care 

1 . All VA medical centers and outpatient clinics will provide gender- 
specific and gynecologic services to eligible women veterans. The 
goal is (hat these services will be provided in-house to the extent 
possible. The service most in demand will be gynecology, but 
other gender-related services will include counseling and other 
treatment for sexual trauma, psychiatric services such as drug and 
alcoholic treatment and group therapy, etc., which may have 
gender variations, endocrinology, and oncology (breast and 
reproductive cancers.) 

2. Gynecology - all VA medical centers will provide gynecology 
services by at least one mechanism in addition to fee-basis so that 
outpatient gynecology will be available to female patients needing it 
on a par with outpatient services available to male patients. 

a. While Primary Care Teams will be expected to provide 
those basic 'office gynecology’ services that are a legitimate 
part of primary care, such as routine Pap smears and 
treatment of uncomplicated vulvovaginitis, a gynecologist 
will need to be available to both inpatients and outpatients 
for; 

(1) Referrals for complicated conditions 
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(2) Referrals for abnormal Pap smears; and 

(3) Evaluation' of contraceptive needs such as fitting of 
diaphragms, and the initial prescription of oral or 
implantable contraceptives. 

3. Reproductive and Breast Oncology - network referrals, fee basis, 
sharing agreements. 

4. Endocrinology - network referrals, fee basis, sharing agreements. 

5. Sexual Trauma Counseling - should be available at all VAMCs 
with Psychology Services 

a. referral networks for more complex cases 

b. fee-basis for geographic inaccessibility 

c. Vet Centers 

C. Medical Equipment, Supplies, and Pharmaceuticals 

1 . It will be the responsibility of the Women Veterans Primary Care 
Team, working with the gynecology staff, to identify necessary 
equipment and supplies. 

2. The Women Veterans Coordinator or other member of the Primaiy 
Care Team will coordinate input from the Primary Care Team and 
the gynecology staff and will work closely with the Pharmacy and 
Therapeutics Committee to assure that appropriate pharmaceuticals 
are available. 

D. Education and Training 

1 . Staff In-Service Training - All medical center employees should 

receive orientation on the Women Veterans Program. Assessment 
of the specific educational needs of various services should be on 
going with programs designed to prepare staff and volunteers to 
deal with the health care needs of female patients and to be aware 
of VA and community referral sources. 
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2. Patient Education - The Women Veterans Clinic staff and the 
Women Veterans Coordinator should work with the medical center 
patient education committee to assure that the patient education 
needs of female patients are being met. Equitable allocation of 
resources should support the purchase of patient education 
materials, such as audiovisuals, pamphlets, and teaching models. 

E. Quality Assurance Monitoring - Quality indicators should be developed 

to monitor aspects of women veterans health care. 

F. Women Veterans Coordinators - This program has been in existence 
since 1985. Each facility is charged with appointing a Women Veterans 
Coordinator with responsibility for assessing the needs of women veterans 
at that facility, and then assisting in planning, organizing and coordinating 
facility services and programs to meet those needs. In addition the 
Coordinator makes recommendations to the Director to assure compliance 
with new policies and regulations. In the past, qualifications for the 
position stressed knowledge about women's health care, empathy, 
communication skills, and interpersonal relations. In almost all facilities 
this constituted a collateral duty. As a result of various audits and 
oversight activities, it is apparent that this program needs to be expanded. 
As a result there will be many changes in the coming months. The 
following discusses a few of those changes, which will be expanded in 
directives and manual chapters: 

1. Each Region has or will have a full-time Regional Women 
Veterans Coordinator. 

2. Women Veterans Coordinators were funded at 22 VHA facilities in 
FY 1993. This will be a pilot program which will be used to shape 
the program in the future. 

3. In all other VHA facilities, there will be a designated Women 
Veterans Coordinator who will be either a nurse or a social worker 
and who will be involved in providing medical care services to 
women as a part of his/her regular responsibilities. The WCV's 
job description will be amended to allow a minimum of 5 hours per 
week for coordination activities. 
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4. The Women Veterans Coordinator will be a member of the Women 
Veterans Primary Health Care Team, and will function as the 
chairman of the team in calling meetings and providing follow-up. 

It is recognized that many dedicated individuals have served as Women Veterans 
Coordinators who will not meet the new criteria or who will not be able to serve 
on the Women Veterans Health Care Team. It is hoped that the interests and skills 
of these individuals can continue to be utilized on ad hoc or standing women 
veterans committees. While not mandated, many facilities have found committees 
a useful way to cover the many issues involved in women veterans health care and 
to elicit input from volunteers and women veterans within the community. 
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SELF-ASSESMENT CHECKLIST FOR WOMEN VETERANS TREATMENT PROGRAM 
(These represent basic elements in a VAMC's Women Veterans Program. All VAMCs 
should be able to describe their program.providing the following specific information) 

I. Database - last fiscal year and YTD 

A. Female veteran inpatients 

Medicine 

Surgery 

Psychiatry 

B. Female veteran outpatients 

C. Congressionally mandated statistics 
(number of procedures performed) 

Pap smears 

Mammography 

General Reproductive Health Care (Gynecology) 

II. Women Veterans Health Team 

Physician(s) 


Nurse(s). 


Nurse Practitioner 

Physician Assistant 

Social Worker 

Women Veterans Coordinator (may be one of the above) 


in. Women Veterans Health Clinic 
A. Schedule 

Meets weekly Days per week _ 
Meets monthly Days per month. 
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B. Workload 

Average number of women seen per session 

Number of Women seen in previous fiscal year 

C. Staff: 

Physician 

Nursefs) 


Nurse Practitioner 

Physician Assistant 

Social Worker 

Women Veterans Coordinatorfmay be one of the above) 

Other providers, such as dietitian, psychologist, etc. 


D. Space: 

Waiting Room 

Separate Waiting Area 
Common Waiting Area 

Offices/Examining Rooms 

Privacy Curtains 

Table facing away from the door 

Proximity to Women's Restroom 

rv. Gynecology 

In-house 
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Staff Gynecologist 

Full-time Part-time 

House staff 

Contract Gynecologist 

Referral 

Another VAMC 

DOD facility 

Contract 

Fee-basis 

V. Mammography 

A. In-house (i.e.. Mammography equipment on site) 
Yes No 


B. If not in-house, how is mammography provided? 

Referral to another VA medical center 

Sharing Agreement with 

Contract with 

Fee basis 

Other 

VI. Other Gender-specific Services 

Medicine 

Surgery 

Mental Health and Behavioral Sciences 

Pharmacy 

Other 

Vn. Women Veterans Coordinator 

Name 

Professional designation 

Full-time Part-time 

If part-time: 

Houn assigned to WVC function 

Other duties 

Time spent providing services to women 
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VIII. Privacy Considerations - Plans shcMitd be in progress to identify and correct 
existing privacy dericiencies. The WVC should be involved with the process 
and review all plans for the correction of privacy deficiencies 

Bedrooms, toilet and bathing facilities for inpatients 

Outpatient areas 

waiting rooms 
examining rooms 
rest rooms 

IX. Education and Training Programs (in past two years) 

Staff Education 
Patient Education 
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Guidelines for Physical Examinations 

Allegations of sexual misconduct by physicians and other health care providers are 
among the most sensitive and difficult areas to investigate and resolve. The episodes 
leading to such allegations are rarely witnessed and often lead to great public distress 
for both the physician and the patient. As in many areas of health care, prevention is 
usually the best remedy. The following guidelines for VA physicians and other health 
care providers are similar to those promulgated by a number of state medical boards to 
prevent misunderstandings and to protect both physician and patients. 

1. Patient dignity must be maintained during the course of a physical examination 
with adequate privacy at all times. The examination room should be safe, clean 
and well maintained and should provide both auditory and visual privacy. The 
actual examination area should be shielded by privacy curtains and the placement 
of the examining table should also minimize any inadvertent exposure of the 
patient during a physical examination. Gowns, sheets and/or other appropriate 
apparel should be available to protect the patient's dignity and decrease 
embarrassment. The patient should never be asked to disrobe in the health care 
provider's immediate presence. 

2. A third party should be readily available at all times during a physical 
examination. A third party should actually be present when the health care 
provider performs an examination of the sexual or reproductive organs or 
rectum. The health care provider must inform the patient of the option to have a 
third party present regardless of the provider/patient gender. 

3. The health care provider should explain the necessity of a complete physical 
examination or the components being performed during that examination, as well 
as the necessity for various diagnostic studies, and the purpose of disrobing, in 
order to minimize the patient's anxiety and possible misunderstanding. 

4. Following a physical examination the health care provider should also discuss 
any positive findings with the patient and give the patient a chance to ask 
questions. During this discussion, the patient should be fully dressed. This will 
increase both patient and provider satisfaction with the physical examination 
process. 
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THE ENVIRONMENT 


II. The Environment 

The environment may directly and indirectly affect the quality of care provided by a 
health care facility to women veterans and has a significant impact on a patient's 
comfort and feeling of security. For women veterans it can affect whether or not they 
feel welcome and will invariably affect their perception of the care she receives. 
Ongoing review of the environment should occur in all VA medical facilities to ensure 
that it does promote comfort, feelings of security, and a sense of welcome. The 
following recommendations include areas to be reviewed and suggestions which may be 
helpful in enhancing the environment: 

A. Admissions/Transfers/Discharges 

1. The Process 

a. Review implications/impact on women veteran patients and 
residents. 

b. Provide patient information outlining women veterans 
services. 

c. Survey public and private sector health care facilities for 
patient treatment philosophy and admissions process/ 
procedures affecting women. 

d. Visit local public and private sector facilities to observe 
"principles-in-practice.* 

2. Admissions Kit 

a. Determine use of idts. 

b. Review contents for appropriate women veteran items. 

c. Review gender-specificity of Idts. 
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B. Accommodations 

1. Space - Review adequacy of space for inpatient and outpatient 
needs related to women veterans now and in the future. 

2. Privacy 

a. Explore privacy issues that constitute barriers to care in the 
facility. 

b. Explore simple, cost effective building modifications to 
improve privacy. 

3. Examination Rooms/Restrooms/Bathing Facilities - Review for 
adequacy and develop plans to correct deficiencies.. 

4. Interior Design - Examine perceptions of male-only environment, 
reviewing fiimiture/fumishings/fixtures, color, lighting, texture, 
art work, etc. 

C. Patient Apparel - This issue is being reviewed in the VACO 
Environmental Management Service (EMS) and areas of concern should 
be raised to EMS Women's Issues Action Council. However, all VA 
medical centers should have appropriate pajamas and robes for female 
patients and a full range of women's sizes available. 

D. Patient Assistance 

1. Review policies and procedures relating to clothing, incidentals and 
services for patients and residents. 

2. Explore enhanced use of volunteers in assisting women veteran 
patients and residents, especially by recruiting youth volunteers 
from organizations such as the Girls Scouts, Camp Fire, etc. 

3. Review role of programs such as EMS Health Aids in providing 
additional and non-traditional bed services for women veteran 
patients and residents. 
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E. Personal Hygiene Products 

1. Assure availability of dispensing/disposal units in public restroom 
facilities for personal hygiene products. 

2. Examine methods/procedures for providing personal hygiene 

products, including availability through Supply, Processing and 
Distribution (SPD). 

F. Canteen Services 

1. Retail Sales 

a. Examine products and services being provided to women 
veteran patients and residents. 

b. Review product lines for variety. 

c. Examine short- and long-range marketing strategies for 
impact on women veteran patients and residents. 

2. Hair Care Services - Develop services for hair care provided to 
women veteran patients and residents. 

3. Vending Services 

a. Review services currently offered, including location, 
safety, hours of operation, and variety of product line. 

b. Examine potential for enhanced services, including non- 
refreshment services. 

G. Recreation/Exercise/Social Activities 

1 . Review all recreational and social programs specifically for women~ 
veterans. 


2. Evaluate potential for ’women's lounge*. 
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3. Explore aUernalivc programming for recreadon which will provide 
women veteran patient and residents participation in community 
outreach and service activities 

a Internal - jewelry making, cosmetics lessons, magazines, 
movies 

b. External - socials, shopping, fashion shows, etc. 
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THE CULTURE IN VA FACILITIES 

III. VA Culture - Attitudes and Sensitivity toward Women Veterans 

In addition to addressing the physical environment found by women veterans as they 
enter the system, there is also a need to address the culture which they will find. This 
must encompass both attitudes and sensitivity toward women veterans. 

The Department of Veterans Affairs Is pledged to providing appropriate care and 
services to eligible veterans, male and female, in a sensitive, compassionate and 
understanding manner. It is the intention of the Veterans Health Administration that all 
clinical and administration personnel will strive to develop an environment conducive to 
making veteran patients comfortable in a way that allows for open communication 
between staff and patients, enhancing both the quality and appropriateness of the care 
and services provided and the patient’s satisfaction with those ^rvices. All veterans 
have rights not only as individuals but by virtue of their service to our country and will 
be treated with the respect and courtesy which they readily deserve. The Secretary of 
Veterans Affairs' emphasis on courtesy and compassion has set the tone for all health 
care providers to follow and this is especially important in VHA's approach to women 
veterans. 

Since, in the minds of some individuals, VA has been associated primarily with the 
care of men, there is the need to emphasize that ‘She also served' and that 'Women 
are Veterans, Too' with clinical and administrative staff as well as patients and 
potential clients. Eligible women veterans shall receive appropriate quality care for 
both general medical problems and gender-specific diseases. This requires an 
environment where staff work with compassion and sensitivity. This can be 
accomplished through modeling of appropriate positive behavior toward women 
veterans, the provision of information about programs and services available, and 
through education. 

The National Training Program on Women Veterans Health will address sensitivity, 
attitudes, and behaviors both directly and indirectly in both the strategic plan and all 
educational activities. 

All VA employee orientation should include information about women veterans to 
reinforce 'She also served" and "Women are Veterans, too." Those with direct patient 
contact should receive specific information on VA policy, procedures, and guidelines 
for providing services to women veterans. 
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All orientation of new clinical staff, residents, interns, and medical students should 
include information on VA policy, procedures, and guidelines for providing care to 
women veterans with reinforcement of ‘She 'also served.* 

Ceremonies recognizing national holidays should include recognition of women 
veterans in the program. 

Brochures on women veterans and other issues important to women should be available 
in all VA facilities. 

Key individuals at all managerial levels should demonstrate their commitment to VA 
policy toward women veterans at every opportunity. 
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rv. Outreach 

Although women constitute approximately 4% of the veteran population, they 
accounted for only 2.5% of all veterans discharged from VA medical centers in FY 
1992 and it is estimated that less than 10% of women veterans use any VA health care 
facilities. This is particularly troubling in view of the findings of the 1985 Survey of 
Women Veterans which showed that 21% of the women surveyed had no health 
insurance at all, 43% had no coverage or inadequate coverage, and 47% felt that they 
really couldn't afford health insurance. Knowledge of VA health care benefits was 
limited with 40% unaware of possible entitlements for outpatient care and 53% 
unaware of entitlements for inpatient care. This coupled with persistent reports that 
many women veterans, particularly older women ypterans, are not even aw^c that they 
are veterans makes it important to outreach to eligible women who could benefit from 
VA services.' For new veterans, the Transition Assistance Program (TAP) and the 
Disabled Transition Program (DTAP) provides vital information about veterans 
benefits, including health care, to those separating from the military, both male and 
female. 

It is important that any aggressive outreach and marketing strategies to bring women 
veterans into VA medical facilities be preceded by aggressive efforts to ensure that 
facilities are equipped to provide appropriate care for women. For example, if a 
woman veteran responds to outreach efforts and then finds a six month waiting list for a 
GYN appointment or is alienated by staff attitudes, she may never return. 

In addition to outreach, it is important to 'inreach* to women veterans already using 
the VA system but who may not be aware of other services to which they are entided 
such as gender-specific preventive medicine services. Women coming to the medical 
center for Compensadon and Pension examinations or who have applied for or are 
receiving other benefits should be targeted for 'inreach.' 

Recommendations for outreach activities include the following; 

A brochure or other handout detailing local services available can be helpful for 
both outreach and 'inreach.' 

Local special events such as teas, luncheons, educational programs, and health 
fairs can be used to highlight services available at local VAMCs. Local media 
coverage of these activities, as well as personal stories of local women veterans 
during national patriotic holidays, or interviews with the women veterans 
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coordinator increases the potential for reaching women veterans in the 
community. 

Collaboration with Veterans Benefits Administration (VBA) staff, particularly 
the Women Veterans Coordinator at the nearest Regional Office may increase 
opportunities for outreach. VBA lists of women who have applied for benefits 
could be used for VAMC outreach activities. 

Collaboration with state Departments of Veterans Affairs may lead to the 
identification of newly separated women veterans. Some states have task forces 
and interaction with these task forces could be mutually beneficial. 

Many women continue their military service in the Reserves or National Guard. 
Outreach to these groups through the distribution of pamphlets about local 
services and briefings are often successful in reaching women who have not used 
the system. 

Joint efforts with local Veterans Service Organizations (VSO) may be mutually 
beneficial as they help spread the word about services. Joint sponsorship of teas, 
luncheons, health fairs and other activities have been successful at a number of 
VA medical centers. 
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ATTACHMENT TO QUESTION #22 
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OHmelPuMleAiMra Washington, D.C. 20420 
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Department of 
Veterans Affairs 


VA Fact Sheet 


VA RESEARCH ON WOMEN VETERANS' HEALTH 


March 1994 

VA has responded to the growing number of women veterans by targeting 
programs and facilities to meet their unique health-care needs. Based on 
the 1990 Census, some 1.1 million women are veterans, or about 4 percent 
of the total veteran population. Currently, women make up 11 percent of 
the active duty military force and 13 percent of the reserve force. VA 
also is conducting research related to women veterans' health care. 

Using National Institutes of Health criteria for identifying "women's 
health issues," VA research projects deal with topics such as diseases or 
conditions unique, more prevalent, or more serious among women or some 
subgroup of women. The research also may cover those diseases or 
conditions for which risk factors or interventions are different for women 
or some subgroup of women. During fiscal year 1993, VA researchers were 
conducting a total of 241 projects, funded by VA and other federal and 
private organizations. 

In August 1992, VA sponsored a national conference for researchers, 
clinicians, and policy makers to discuss VA's research agenda related to 
women. Since Hay 1991, it has been VA policy that all applicants for VA 
research must consider and document the inclusion of women in their 
proposed study. 

Women's Health Sciences Division 


In January 1993, VA established a new division within the National Center 
for Post-Traumatic Stress Disorder devoted to studying the impact of 
military trauma on women veterans. The Women's Health Science Division, 
based at the Boston VA Medical Center, is the first of its kind in the 
country. The Center conducts studies designed to Isprove the assessment, 
diagnosis and treatment of PTSD in women, eind provides training for 
professionals working with PTSD. Three recent studies are sumnarlzed 
below. 

* Evaluation of PTSD must include a measure of the level of traumatic 
exposure experienced by an individual. Host conbat exposure scales have 
been developed for male combat veterans. VA researchers at the women's 
Division have developed the Women's War-Tlrae Stressor Scale to measure 
levels of combat trauma. Investigators are conducting analyses to 
establish the validity and clinical and research applicability of this 
scale . 
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VIoiaen'a Research — Page 2 

* Traumatic exposure and FTSD have been identified as predictors of 
physical health ccnplaints. VA investigators asked a group of 109 female 
Vietnam veterans, who did not seek treatment for FTSD, to respond to a 
series of psyichological, exposure and health questionnaires. Analyzing 
the results, the researchers ahoMed that both traumatic exposure and PTSD 
have an effect on perceived health, with FTSD synptoss increasing the 
negative effects of traumatic exposure. This work supports other studies 
on the effects of stress on health. 

* In a study of Persian Gulf War veterans, VA researchers examined how 
gender may be associated with psychological outcome following deployment. 
In a diverse sample they found that adjustment of women was significantly 
affected by factors such as fewer preliminary resources (l.e., educational 
level), serious unit incidents, and extensive exposure to dying as well as 
prior wartime service. More recent data suggest that sexual harassment 
and assault during deployment also generate synptoms. 

Reproductive Health Outcomes Among Women Vietnam Veterans 

Public Law 99-272 mandated an epidemiologic study of any long-term adverse 
health effects experienced by women veterans who served in Vietnam. This 
study was determined by the Office of Technology Assessment (OTA) , VA and 
congressional staff to be not scientifically feasible. An alternative, 
approved by OTA and congressional staff, involved the conduct of a 
mortality study, which has been conpleted; an analysis of post-traumatic 
stress disorder and other psychological outcomes, still underway; and a 
study of reproductive outcomes. A contract recently was awarded for the 
reproductive study and work is beginning. Selected women Vietnam veterans 
will participate in a confidential telephone interview in which questions 
will be asked about military experiences, job history, medical and 
pregnancy history, and lifestyle. A request for medical records also may 
be made. This infopnation will allow VA to learn more about the 
relationship between military service and the reproductive health of women 
veterans so that appropriate programs and service can be provided. 

Health Services Research 


VA investigators began a study to serve as a pilot phase for subsequent 
efforts to evaluate current primary and secondary prevention practice and 
rehabilitation therapv for breast cancer among women veterans in the 
United States, especially women veterans vd» are eligible for VA health 
care services. 

Five VA medical centers are forming a coneortlum to pool their expertise 
and other resources to liqplement health services studies on women's 
health. These studies will examine organization of service, quality of 
and access to care, and the economic isfiact of providing care for women 
veterans. Each center will ixfilement collaborative projects as part of 
the consortium as well as individual projects. 


-more- 
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Women's Research — Page 3 
Additional Research 

* Osteoporosis: A mechanism to explain the development of osteoporosis, 
a crippling disease of millions of post-menopausal women, was discovered 
by researchers at the VA Medical Center in Indianapolis. They have shotm 
that the lack of the female hormone estrogen causes over-production of 
bone scavenger cells (osteoclasts) vdiicd: produce pits and craters in bone, 
weakening its basic structure. This new information will allow for 
development of lnproved therapies. 

* Breast Cancer: For the past 16 years, investigators at the VA Medical 
Center in Albany, N.y., have been studying the effects of the body's 
natural rhythms on surgery and chemotherapy in patients with cancer, 
including women with breast cancer. The researchers have shown that women 
with breast cancer vAiose surgery is performed near the time of ovulation 
are four to five times less likely to suffer relapse and death than those 
who are operated on during or nearer their menstrual period. Also under 
investigation is the effect of daily rhythms on the administration of 
chemotherapeutic agents to establish maximum anticancer and minimal 
cytotoxic effects of the therapy. 
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ATTACHMENT TO HONORABLE LANE EVANS 
(MS, LYNN SMITH) 

Department of Voterane Affaiia VHA DIRECTIVE 10-B2-03S 

Veterana Hedlh Administration 

WashlnEton, DC 20420 March 31, 1992 


TO: Regional Directors; Dlrecton, VA Medical Center Activities, Domi ciliary, 

Ontpatient Clinics, and Regional Offices with Outpatient Clinics 

SUB): Identifying and Correcting Privacy Deficiencies Adversely Affecting Women 
Veterans 


1. PURPOSE : The purpose of this VHA (Veterans Health Administration) Directive is to 
provide guidance to VAMCs (Department of Veterans Affairs medical centers) for 
improving privacy provisions for women veterans by identifying and correcting privacy 
deficiencies which interfere with their care. This (hrective mil not be incorporated into 
a manual. 

2. BACKGROUND : Women veterans now make up over 4 per cent of the .veteran 
population and over 2 per cent of hospitalized veterans. In FY 1990, 241,37SXwDmen 
veterans were seen only as outpatients and 97 VAMCs saw over 1,000 women in their 
outpatient clinics. Currently, 12 per cent of the Armed Forces are women so the number 
of women veterans will continue to increase. It is projected that by the year 2040, 10.9 
per cent of all veterans will be wometL In 1991, the GAO (General Accomting Office) 
did an assessment of VA health care for women atul concluded, as the title of die report 
states, ‘Despite Progress, Improvements NeedeA* Since the 1982 Report, when GAO 
found that VA needed to tsdm a number of actions in the area of privacy, physical 
examinations for women, and facility planning, they foimd that VA has made sii^Bcant 
progress toward assuring women veterans access to health care equal to that of male 
veterans, They cited the Women Veterans Coordinators located in every VAMC as 
contributing to the increasedLemphasis on identifying and correcting problems in the care 
of women veterans. However, they did identify a number of existing problems: chiefly, 
compliance with requirements that women veterans physical examinations include 
gender specific cancer screening and the identification and correction of privacy 
Umitations affecting female patients during facility renovations. They foimd that some 
barriers to women, veterans in VA facilities still exist because VA has not established 
adequate procedures to ensure that privacy deficiencies are identified and corrected 
during renovation projects. They did not feel that it was appropriate to accept women 
into a program tet house them on a different unit because of privacy limitations. 
Furthermore, they cited single communal bathrooms on a ward as not providing adequate 
privacy for women. They recommended that VA institute a tracking mechanism for 
corrective actions and that the women veterans coordinator or the facility's women 
veterans advisory committee, if one exists, be included in the approval process for 
facility construction and renovation. 

3. POLICY : Adequate privacy will be provided for female patients in VA medical 
facilities. 

4. ACTION 

a VA medical facilities will survey the privacy provisions in alt clinical areas and 
identify any deficiencies which mi^t interfere with the appropriate treatment of 
women. The Women Veterans Coordinator or a member of the facility Advisory 
Committee on Women Veterans should participate in the survey as well as the hospital 
planner, the safety coordinator, and a representative from Engineering Service. SpKial 
attention should be paid to: 


THIS DIRECTIVE EXPIRES MARCH 31, 1993 
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VHA D[RECTIVE 10-92-038 
March 31, 1992 


(1) Wards or nursing units with communal toilets and/or showers: Communal toilets 
and showers are allowed in renovated spaces only when space or structural barriers 
prohibit private or shared accommodations. However when nursing units or wards are 
renovated with communal toilets and/or showers, there must be both male and female 
facilities. 

(2) Programs which must house women away from other participants because of 
privacy limitations; 

(3) Outpatient examining rooms where the examining table cannot be shielded from the 
doorway; 

(4) Sufficient number of one and two bed rooms (One bed rooms for domiciliaries - 
8%; Nursing ilome Care Units - not to exceed lOH; Medical, Surgical and Psychiatric 
Nursing Units -.25%); 

(5) Other areas of privacy deficiency as determined by the facility staff. 

b. Each facility wiU identify privacy deficiencies and develop a corrective action plan 
to bring them into compliance as soon as practicaL 

c. An inventory of the deficiencies and the associated corrective action plan certified 
by the medical center Director will be submitted through the Region (13J to the AsCMD 
(Associate Chief Medical Director) for Operations (13/13E) by May 1, 1992. 

dL The AsCMD for Operations. will estahlij^ for the corrective 

actions. • 

e. Corrective actions exceeding 1 year will be incorporated by the medical center into 
the FDP (Facility Development Plan) and Five Year Plan. 

5- references 

a. GAO Report: "VA Health Care for Women: Despite Progress, Improvements 
Needed." GAO/HRD-92-23. dated January 1992. 

b. Manual M-2. Part J. Change 78. Chapter 29, "Female Veterans," dated April 17, 
1986. 

6. FOLLOW-UP RESPONSIBILITY : Women Veterans Program (116C). 

7. RESCISSION : This VHA directive will expire on March 31, 1993. 


D. 
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